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Essay 1: Adult Mental Health
INTRODUCTION
This essay will begin by introducing the concept of Post Traumatic Stress Disorder 
(PTSD), then it will briefly describe two models ofPTSD and the cognitive and 
behavioural interventions that have evolved from them. The majority of the essay will be 
devoted to reviewing the empirical evidence for the efficacy of these treatments, 
drawing attention to methodological issues that plague this area of research. Finally, a 
randomised, controlled clinical trial will be proposed that attempts to overcome these 
methodological problems.
The concept of Post Traumatic Stress Disorder (PTSD) grew out of work in many 
different fields of traumatic stress, such as victims of massive personal disaster, war 
veterans, holocaust survivors, hostage taking or armed robbery. According to DSM-IV 
(APA, 1994), diagnostic criteria for PTSD include: (1) experience of a traumatic event 
in which the person has experienced or witnessed an event involving actual/threatened 
death or serious injury; (2) re-experiencing symptoms (e.g. intrusive recollections, 
flashbacks, and nightmares); (3) avoidance or numbing reactions (e.g. efforts to avoid 
thoughts/feelings associated with the trauma, efforts to avoid activities/situations that 
arouse recollections of the trauma); and (4) symptoms of increased arousal (e.g. sleep 
disturbance, irritability, hypervigilance). The diagnostic criteria for PTSD requires that 
the above symptoms have been present for at least a month and that they cause clinically 
significant distress or impairment in social, occupational, or other important areas of 
functioning. Estimates of the prevalence of PTSD range between 1% (Helzer, Robins, & 
McEvoy, 1987) and 9.2% (Breslau, Davis, Andreski & Peterson, 1991) in the general 
population. These figures suggest that PTSD may be more common than disorders such 
as drug abuse and depression (5.9% and 8.3% respectively; Regier, Boyd, Burke, et al.,
1988), and therefore the challenge for researchers and clinicians is to find treatments that 
lead to clinically and statistically significant improvement.
Theoretical models of PTSD
Since the introduction of diagnostic criteria for PTSD in 1980 (DSM-HI) several 
cognitive and behavioural conceptualisations of PTSD have been developed. This essay
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will briefly outline a behavioural and a cognitive processing model of PTSD before 
investigating the efficacy of the treatment techniques that have evolved fi'om these.
A number of PTSD researchers (e.g. Foy, Carroll, & Donahoe, 1987; Keane, Fairbank, 
Caddell, Zimering, & Bender, 1985; Kilpatrick, Veronen, & Best, 1985) have proposed 
a behavioural learning model for conceptualising the etiology and treatment of PTSD, 
based on Mowrer’s (1960) two-factor learning theory. For example, Keane et al. (1985) 
asserts that a traumatic event (e.g. helplessly witnessing the death of a fellow combatant) 
acts as an unconditioned aversive stimulus (UCS) that evokes extreme levels of 
autonomic distress. Previously neutral stimuli (e.g., nonthreatening aspects of the 
physical environment) that were present during the trauma become associated with the 
traumatic event and also elicit anxiety (classical conditioning). When these conditioned 
stimuli are paired with other neutral stimuli, not present at the trauma, these stimuli also 
acquire the capacity to evoke anxiety (higher order conditioning). The number of 
conditioned stimuli is further increased via a process of stimulus generalisation. This is 
where stimuU that are similar to the original conditioning stimulus (e.g. a car backfiring) 
also gain anxiety eliciting properties. Individuals will tend to avoid all stimuli which are 
associated with recall of the traumatic memory and this avoidance is reinforced because 
it leads to a reduction in anxiety (instrumental conditioning). However, the reduced 
opportunity for exposure to the emotions provoked by the memory will lead to 
continued symptoms.
More recently, Foa and colleagues (Foa & Kozac, 1986; Foa, Steketee, & Rothbaum,
1989) proposed an emotional processing model of fear to explain PTSD, based on the 
work of Lang (1977). They suggested that experience of a traumatic incident results in 
the formation of a powerful memory network. This network includes three kinds of 
information: (1) information about the traumatic event; (2) cognitive, affective, 
physiological and behavioural responses; and (3) interpretative information about the 
meaning of the stimulus and response elements of the structure. Foa et al. (1989) 
suggest that two conditions are required for recovery. First, the complete fear memory 
needs to be activated. Second, the individual must be exposed to, and process, 
information that is inconsistent with that contained in the memory network. Thus
4
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recoveiy involves activating the memory network and incorporating new information in 
order to facilitate understanding of the experience, reduce the fear responses, and 
change the associated meanings.
Interestingly, both models of treatment suggest that the traumatic memory/fear network 
needs to be activated. Indeed Fairbank and Nicholson (1987) have noted that all 
success&l treatments of PTSD, regardless of theoretical orientation, involve some kind 
of exposure to the traumatic memories. Exposure techniques vary according to the 
medium of exposure (imaginai versus in vivo), the length of exposure (short versus 
long), and the level of arousal during exposure (low versus high). However, activation 
of the traumatic memory network inevitably results in high levels of arousal and distress. 
Therefore, many clinicians use anxiety management techniques, such as relaxation 
training, stress inoculation training and cognitive restructuring, which aim to reduce 
anxiety by teaching patients to control fear, in conjunction with exposure techniques. 
This essay will now describe and evaluate some of the recent research into the efficacy 
of cognitive-behavioural interventions for PTSD.
Evidence from case studies
Richards and Rose (1991) document four case studies where both imaginai and in-vivo 
exposure were used to treat chronic PTSD. Imaginai treatment involved asking the 
patients to imagine and recount their traumatic experience in the first person, present 
tense. Therapist intervention was minimal except to encourage the patients to hold 
difficult scenes in their imagination until they became less distressed. The patient was 
asked to listen to the audiotape of the session at least four times a week for one hour, 
and to imagine the scene. New tapes were generated every session. Outcomes measures 
were: BDI, FQ, a measure of social adjustment, and a self-report measure of behavioural 
change. The authors concluded that all four cases of PTSD were successfiilly treated 
with a combination of imaginai and in-vivo exposure. However, this study did not 
control the number of treatment sessions (these ranged between 4 and 11) or the number 
of sessions of each type of treatment that subjects received (some received primarily
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imaginai or in vivo exposure, others half and halQ. This makes it difficult to draw any 
conclusions about the how much treatment or what type of treatment is needed to bring 
about change in PTSD symptoms.
In Vaughan and Tarrier’s (1992) study, patients suffering from PTSD were given a 1- 
hour treatment session of Image Habituation training (IHT). In this session patients were 
asked to generate verbal descriptions of the trauma and record these onto an audiotape. 
After each verbal description, patients were trained to visualise the memory evoked as 
intensely as possible for 30 seconds. During self-directed homework sessions the patient 
continued to visualise the described events in response to listening to the audiotape. Of 
10 consecutive patients who received this treatment, 6 improved considerably after 10 
homework sessions, two showed moderate improvements, and two showed minimal 
improvement on a range of outcome measures (BDI, BAI, IBS, and self-ratings). 
Treatment gains were maintained at six months follow-up. This study did control for 
number of sessions and type of treatment and demonstrated that one hour of therapy 
plus homework can lead to improvement in PTSD symptoms. However, these data- 
based single-case studies (Richards & Rose, 1991; Vaughan & Tarder, 1992) only 
provide preliminary support for the efficacy of cognitive-behavioural therapy for 
individuals with PTSD. Stronger support requires controlled studies with adequate 
comparison groups. This essay will now describe and evaluate several randomised 
controlled studies.
Evidence from controlled studies
Peniston (1986) randomly assigned Vietnam veterans to either a group receiving 48 
sessions of relaxation plus biofeedback-assisted, imaginai desensitization or a waiting list 
control condition. Treatment was found to be superior to no treatment in terms of 
reducing nightmares, flashbacks, muscle tension, and hospital réadmissions; and these 
improvements were still evident 2-years later at follow-up. However, this study did not 
incorporate a control group for non-specific therapeutic factors. Thus it is not clear 
whether improvement is due to the specific procedures employed in the treatment or to 
non-specific factors such as therapist contact.
Essay 1 : Adult Mental Health
Keane, Fairbank, Caddell, and Zimering (1989) carried out a clinical trial in order to 
investigate the efficacy of a different kind of exposure therapy - imaginai flooding - in 
Vietnam veterans diagnosed with PTSD. Participants were randomly assigned to either 
a group receiving 14-16 sessions of exposure therapy or a waiting list control 
condition. Participants were assessed on a battery of standardised measures (BDI,
ZDS, MMPI, STAI, and FQ) at pre-treatment, post-treatment, and 6-months follow- 
up. Keane et al. found that flooding reduced depression, fear, state anxiety, and the 
intrusive symptoms of PTSD relative to the waiting list control group. However, this 
study suffers from the same methodological problem as the Peniston (1986) study - no 
control group for non-specific therapeutic factors.
Boudewyns and Hyer (1990) addressed this limitation by assigning Vietnam veterans 
to one of two conditions - imaginai flooding or supportive counselling. They found 
that after 6-14 sessions of treatment the group that had experienced imaginai flooding 
showed greater improvement on the Veterans Adjustment Scale than patients who had 
received a program of individual counselling. Yet the results of this study must also be 
viewed with caution because: (1) there was no control for the number of treatment 
sessions; (2) there was no waiting list control group so we do not know whether 
supportive counselling had any beneficial effects; and (3) all Vietnam veterans were 
inpatients who had completed a 10 week treatment course prior to the clinical trial and 
this additional treatment may have influenced the results.
Resick, Jordan, Girelli, Hutter, and Marhoefer-Dvorak, (1988) carried out a controlled 
study which contained the necessary experimental conditions. They compared six 2- 
hour sessions of three types of group therapy (stress inoculation training, assertion 
training, and supportive psychotherapy) with a waiting list control condition in their 
effectiveness at treating PTSD symptoms in rape victims. Stress inoculation training 
(SIT) involved training in fear management techniques such as relaxation and cognitive 
coping strategies and exposure in vivo. Assertion training involved behavioural 
rehearsal via role-play and supportive psychotherapy involved discussion on topics 
selected by the clients, for example assault induced anxiety. Participants were randomly
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assigned to one of the three treatment conditions and all were assessed pre-treatment, 
post-treatment, and at follow-up (3- and 6-month). Assessment instruments included 
four self-report scales (SCL-90-R, MFS, TSCS, ASES) and two self-monitoring 
instruments (emotion thermometer and the lES). The results showed that all three 
treatments conditions, but not the control group, were equally effective in reducing 
rape-related symptoms. Improvement was maintained at 6-month follow-up on rape- 
related fear measures, but not on depression, self-esteem, and social fears. The authors 
argued that the combination of an educational component and a group format provided 
the necessary components for therapeutic change. However, a close examination of the 
experimental conditions reveals that all three conditions contain elements of exposure, 
thus confounding the results. Another limitation of this study is that it did not include 
measures of PTSD symptoms.
A study by Frank, Anderson, Stewart, Dancu, Hughes, and West (1988) investigated 
the efficacy of cognitive behaviour therapy (anxiety management techniques) versus 
exposure therapy (systematic desensitisation) in the treatment of rape trauma using 2 
methods. The first method assigned rape victims to either anxiety management or 
exposure conditions. There were significant differences between pre- and post­
treatment scores (BDI, STAI, Fear Survey Schedule, Janis-Field Feelings of 
Inadequacy Scale, and Social Adjustment Scale) regardless of the type of treatment 
they received with no evident differences between treatments. Finally participants were 
compared to untreated participants in assessment only studies conducted by other 
researchers. The treated subjects in Frank et al.’s study were significantly more 
symptomatic than subjects in the assessment only studies at initial assessment. 
However, symptoms levels were comparable by 3 to 4 months post-assault, suggesting 
that treatment intervention accounted for the greater change observed in the treated 
subjects. Frank et al. concluded that both treatments were effective because they were 
active and gave the individual participating in therapy a sense of control over her 
emotional reactions. However, this study also has several problems that limit the 
conclusions that can be drawn from it. Firstly, patients were not randomly assigned to 
treatments; secondly, adequate control groups were not included; and finally, patients
Essay 1 : Adult Mental Health
who had been raped shortly before treatment were not excluded (Foa, Rothbaum, 
Riggs, & Murdock, 1991).
The conclusions drawn by the above studies are weakened by a number of 
methodological limitations. Foa et al. (1991) sought to address some of these 
limitations in a controlled study of rape victims with PTSD symptoms. They compared 
the effectiveness of three treatments for reducing PTSD symptoms compared to a 
waiting list control group (WL). The treatments examined were: prolonged exposure 
(PS), stress inoculation training (SIT), and supportive counselling (SC). The SC 
condition focused on assisting clients in solving daily problems while discussion of the 
actual assault was avoided. All rape victims were diagnosed as having PTSD.
Measures of PTSD symptoms, rape-related distress (PAST), general anxiety (STAI), 
and depression (BDI) were administered at pre-treatment, post-treatment, and follow- 
up (three and a half months post-treatment). Immediately after treatment, patients who 
received SIT showed the least pathology, followed by PE, SC, and WL, respectively. 
However, at follow-up, patients who received PE improved the most, followed by 
those who received SIT, with patients receiving SC showing the least improvement. 
Foa et al. suggest that the procedures included in SIT produce immediate relief as they 
are aimed at anxiety management, although they may not provide lasting improvement 
if patients do not continue to employ them. The procedures employed by the PE group 
are expected to produced temporarily high levels of arousal as patients are asked to 
repeatedly confront the rape memory. However, these procedures are thought to lead 
to permanent changes in the rape memory (Foa et al., 1989).
Overall, the results seem to suggest that behavioural interventions such as systematic 
desensitization and imaginai flooding lead to improvement in the intrusive symptoms of 
PTSD (e.g. Foa et al., 1991; Frank et al, 1988; Keane et al, 1989). Two cognitive 
interventions have been subjected to controlled clinical trials - anxiety management 
techniques and SIT (Foa et al, 1991; Frank et al, 1988; Resick et al, 1988). Resick et 
al. (1988) and Frank et al.’s (1988) studies suffer from methodological problems which 
seriously weaken their findings, while Foa et al.’s (1989) study did show that SIT is
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effective in reducing rape-related psychopathology, although there is some indication 
that this improvement may not be sustained over time.
The studies reviewed above also give some indication that exposure techniques and 
anxiety management techniques are equally effective in treating PTSD (e.g. Frank et 
al., 1988; Foa et al., 1991). A possible reason for this is that PTSD symptoms can be 
seen to resemble a combination of phobic and generalised anxiety disorder (GAD) 
symptoms (Foa & Rothbaum, 1989). Foa and Rothbaum (1989) propose that anxiety 
management techniques, such as SIT, are more effective with the GAD-like symptoms 
of PTSD such as chronic arousal, whereas exposure reduces the phobic fear and 
avoidance elements of the disorder. This hypothesis suggests that a combination of 
anxiety management techniques and exposure would yield a superior outcome than 
either treatment alone. Indeed, Thompson, Charlton, Kerry, Lee and Turner (1995) 
reported that their heterogeneous group of trauma survivors showed significant 
improvement on a battery of measures after a combined treatment package called 
CEASE (cognitive restructuring plus in vivo exposure). However, this finding needs 
replicating in a controlled comparison study.
Methodological Limitations
The literature review demonstrates that relatively few controlled clinical trials have 
been published that investigate the efficacy of cognitive and behavioural interventions 
for PTSD. And many of these studies have been shown to suffer from methodological 
limitations, such as:
1) Subjects receiving concurrent treatments.
2) Failing to include adequate control groups (i.e. a waiting list control condition and 
an alternative treatment condition).
3) Failing to check that individuals meet the DSM diagnostic criteria for PTSD.
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In addition, cross-study comparisons are complicated by the number of factors that vary 
between different studies, for example:
1) Gender - some studies have used all male subjects (e.g. Vietnam veterans in the 
flooding studies) and others primarily female subjects (e.g. rape victims in the SIT 
studies), thus confounding gender with type of therapy.
2) Recency of trauma.
3) Type of trauma experienced.
4) Specific outcome measures employed (Fairbank & Nicholson, 1987).
5) Length of the follow-up periods.
6) Number of sessions.
7) Type of therapy - group versus individual treatment; behavioural versus cognitive. 
These factors make it very difficult to draw general conclusions.
CONCLUSION
In conclusion, most controlled studies have used a behavioural or a cognitive 
intervention rather than a combined cognitive-behavioural approach. Results have shown 
that behavioural treatments are effective in relieving the intrusive symptoms of PTSD, 
whereas they are less effective with emotional numbing and avoidance. There is some 
indication that cognitive treatments reduce symptoms of PTSD, anxiety and depression, 
although more research is needed to investigate this. Some research also suggests that 
behavioural treatment leads to longer term symptom rehef than cognitive therapy, 
although this study needs replicating. Finally, to date no study has investigated the 
efficacy of a combined cognitive-behavioural intervention. An experimental design that 
could explore this hypothesis will be briefly outlined below.
One way of investigating the efficacy of cognitive-behavioural interventions in PTSD 
would be to carry out a large controlled study. Trauma survivors should be thoroughly 
interviewed by qualified clinicians to assess whether their symptoms fulfil the DSM-IV 
criteria for PTSD. Participants should be allocated randomly to one of 5 conditions: 
exposure therapy, anxiety management, exposure therapy plus anxiety management, 
supportive counselling, and a waiting list control condition.
11
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This design would discriminate between exposure only, cognitive strategies only and 
the combined effect of both. Care should be taken to ensure that the exposure only and 
anxiety management only conditions do not overlap. The number and length of 
sessions should be matched across the four treatment conditions. Outcome scales 
should include measures of depression, anxiety, PTSD symptoms; and subjects should 
be tested pre-treatment, post-treatment, and followed-up at 6-months and 12-months 
post-treatment.
12
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INTRODUCTION
The purpose of this essay is to discuss some of the research issues involved in designing 
a study looking at quality of life changes in people with learning disabilities (PLD) who 
have been resettled into the community. This essay will discuss: quality of life - what it is 
and how it might best be measured - and it will consider design issues. Research 
approaches will be critically evaluated and suggestions made about how to overcome 
their limitations.
The 1970’s heralded change as mental health patients and people with learning 
disabilities were resettled from large old institutions, usually hospitals, into smaller 
facilities - the so called de-institutionalisation movement (e.g. report by Jay committee, 
DHSS, 1979). According to Butler and Bjaanes (1978) there were three basic 
assumptions that underlay the shift in policy from institutional to community care for 
people with learning disabilities (PLD):
1. the failure of institutions to help their residents to develop social competence;
2. the lack of opportunities for normal social contact and integration;
3. the lack of a “normal” living environment.
Therefore, the primary goal of de-institutionalisation was reversal of the devaluation 
experienced by PLD (Emerson, 1985).
The resettlement programmes have been accompanied by evaluative research on 
outcomes for people who have been resettled in community homes. Much of the early 
evaluative research was criticised for not focusing on the most valid measures of 
outcome (Emerson, 1985; Landesman & Butterfield, 1987). Criticisms of outcome focus 
include the observation that many early studies looked at what determined placement 
success/failure (defined in terms of placement stability) rather than long term adaption 
and placed primaiy focus on client skills acquisition rather than quality of life.
More recently researchers have attempted to evaluate resettlement projects in terms of 
changes in quality of life. However, a continuing problem for research in this area is
16
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that a definitive conceptualisation of quality of life has not been established (Perry & 
Felce, 1995a). For example, Vitello (1984) defines quality of life as a 
‘multidimensional construct including normalised and decent living conditions, 
reasonable degrees of autonomy, and opportunities for general growth and happiness’; 
while Young and Longman (1983) describe quality of life as ‘the degree of satisfaction 
with perceived present life circumstances’. Notice that some definitions of quality of 
life are harder to operationalise than others, for example how does someone measure 
“happiness”? (see Vitello’s definition). Different definitions have led to different 
studies adopting different quality of life measures (Prosser & Webb, 1992), making it 
difficult to draw overall conclusions about the effect of de-institutionalisation on 
quality of life.
Despite disagreement on the precise definition of quality of life, there is wide 
agreement that it is a multidimensional concept encompassing a number of domains. 
Felce and Perry (1995) conducted a review of fifteen key literature sources (e.g. Heal 
-&-Chadsey-Rusch, 1985; O’Brien, 1987; Cummins, 1992) and found considerable 
overlap among researchers on relevant domains for assessment. In general, quality of 
life was viewed to encompass four domains; material wellbeing, social wellbeing, 
development and activity, and emotional wellbeing. Therefore, any study attempting to 
measure quality of life would need to tap each of these four domains. This leads us to 
further questions: How should these domains be tapped? What methods are available 
for collecting these data? These questions will be considered in the following sections.
SOURCES/METHODS FOR OBTAINING DATA 
Interviews with informants
Collecting quality of life data through informants is often preferable to other methods 
since it is relatively straightforward to collect, can be gained regardless of the client’s 
level of learning disability, and information can be sought from a variety of different 
sources e.g. carers, family, and friends, giving a variety of different perspectives. For 
example, community presence is commonly assessed through interviewing staff 
retrospectively on their use of community based facilities (e.g. Dockrell, Gaskell,
17
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Normand, & Rehman, 1993), or by interviewing neighbours of service users living in 
community based staffed housing regarding the amount of contact they have with 
service users (Dockrell et al., 1993). However, these methods are not without 
difficulties. Informants may have pre-conceived ideas about a client based on their own 
beliefs about learning disability or their expectations of the client and this could influence 
their answers.
Unstructured interviews benefit fi’om being flexible, enabling the informant to record the 
information that they think is relevant (increasing internal validity), however the 
drawback of this flexibility is a lack of standardisation and this can threaten reliability. 
Structured interview schedules overcome some of these limitations, since the data 
produced are reliable and replicable, however the downside is that informants may feel 
constrained because they cannot give information which they may consider important 
(decreasing internal validity).
Quantitative methods
In the last quarter of a century, a vast number of quantitative measures have been 
produced, aimed at assessing a variety of aspects of quality of life. For example, the 
Community Orientated Programmes Environment Scales (COPES, Moos, 1974). Most 
studies evaluating changes in quality of life of PLD moved fi’om institutions into the 
community have used such measures because of; ease of administration; the fact that 
information can be gained regardless of the client’s level of learning disability; and the 
measures can provide an objective and standardised assessment of, for example, the 
quality of a client’s living environment. However, there are reasons to be cautious about 
using ‘objective’ indices of this sort. Firstly, they are indirect rather than direct measures 
of quality of life. Secondly, they do not take into account individual differences in terms 
of how different individuals may interpret the same living environment. Thirdly, some of 
the measures (particularly the normalisation rating scales) are almost guaranteed to 
show improvements in community-based housing services compared to hospitals, since 
many items are concerned with how closely the physical environment approximates to 
‘normal’ living conditions.
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Direct Observation
Direct observation of residents’ behaviour is often employed by studies evaluating 
changes in residents’ quahty of life across settings (e.g. Conneally, Boyle, & Smyth, 
1992; Felce, de Kock, & Repp, 1986). This method is particularly common in studies 
focusing on residents with severe or profound learning disabilities, since these residents 
cannot be asked directly about their life satisfaction. The rationale for using direct 
measures of behaviour as measures of quality of life is that engagement in activity and 
social interaction can be viewed as valued and normative and as such critical in 
providing a normalised lifestyle for clients.
However, there are a number of difficulties in using direct observation as a measure of 
quality of life. Firstly, it is difficult to assess the extent to which ‘normalisation’ may 
have been achieved when little appears to be known about how much time in our society 
on average we spend engaged in domestic activities, leisure activities, and social 
interaction. Furthermore, it is debatable whether residents should be observed in their 
own homes since this in itself is intrusive and does not fit easily with the principle of 
normalisation. Thirdly, there are issues which relate to the validity of data collected since 
the observation procedure does not allow for judgements to be made about the quality 
or meaning of either activities or interaction that are engaged in. For example, when 
recording engagement in activities, it is not taken into account whether the activities 
offered were either enjoyed by the residents or helped them to develop or maintain new 
skills. Fourthly, there are issues to do with reactivity, or the extent to which both 
residents and staff respond differently to having an observer present coding their 
behaviour. Some research suggests that reactivity to observer presence is significant 
(Randall, 1981) while other research suggests that people become habituated so rapidly 
that the effects are minimal (Nelson, Kapust, & Dosey, 1978).
There are also sampling issues to be considered when using direct observation methods, 
for example the method of recording and the time of recording. Some studies have used 
continuous time sampling (e.g. Felce et al., 1986). However, the cost is prohibitive for 
most research since the procedure requires the observers to first make a
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video of the behaviour and then code the observations on a computer later. Other 
methods of time sampling, e.g. partial time sampling, are cheaper but give rise to 
measurement errors. There are also problems concerning whether the sampled 
observations are truly representative. Many studies have only looked at narrow time 
periods; some studies have included mealtimes where the highest levels of activity might 
be expected. Differences in sampling make it difficult to compare research studies in this 
area.
Self-report measures
Given the generally acknowledged importance of listening to the views of the consumers 
of services (e.g. Cattermole, Jahoda, & Markova, 1988; Allen, 1995) and the weak 
relationship between others’ views of a service user’s quality of life and their own 
expressed life satisfaction (e.g. Bowd, 1989), it is somewhat surprising that so few 
studies seek to elicit the views of service users. This may be because o f the effect of 
factors such as social desirability (including acquiescence and dependency), memory 
problems, recency effects, anxiety, and incomprehension on the validity of teaming 
disabled clients’ self-reports. For example, research suggests that learning disabled 
clients are far more likely to agree than disagree with questions requiring a yes/no 
answer - acquiescence bias (Siegleman, Schoenrock, Spanhel, Hromas, Winer, Budd, & 
Martin, 1980), with acquiescence increasing as intelligence decreases (Siegleman, Budd, 
Winer, Schoenrock, & Martin, 1981). However, it has been shown that such 
pronounced effects can be overcome by applying a number of modifications in the 
construction of the self-report material for PLD. For example, presenting the items as 
pictures rather than (or as well as) presenting them aurally may aid understanding and 
memory (Kabzems, 1985). Open-ended questions rather than yes/no questions can avoid 
acquiescence (Siegleman, Budd, Winer, Schoenrock, & Martin, 1982) and inserting a 
probe after each assessment item in order to elicit examples or further detail from the 
client will establish whether the item has been understood and answered in a valid way.
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Another disadvantage with using self-report measures is that they can only be completed 
by PLD who are able to communicate through spoken or signed language. This means 
that individuals with severe or profound learning disabilities would be unable to 
complete these measures. It would be interesting to conduct a study looking at the 
degree of accuracy with which family/staff can determine clients’ life satisfaction. This 
could be carried out by administering a self-report questionnaire to: (1) all clients able to 
answer the questions by speaking or signing; (2) the most immediate family member of 
each client - to fill on the clients behalf; and (3) the keyworker of each client - to fill on 
the clients behalf. High correlations between clients’ scores and family/staff estimates 
would indicate a high degree of accuracy. It is also possible that level of learning 
disability interacts with the accuracy of family/staff estimates, such that closer estimates 
are produced for clients with the mildest learning disabilities. If degree of learning 
disability does not affect the accuracy of family/staff estimates, these estimates could be 
used on behalf of self-reports for clients with severe/profound learning disabilities. 
Alternatively, the family’s perspective could be considered as data in it’s own right, 
since famihes also have ‘needs’ and use the services for PLD.
Conclusions about sources/methods for obtaining data
The above discussion has shown that there are a number of sources/methods for 
collecting data in community care research. Each method has advantages and 
disadvantages and these need to be weighed up carefully when choosing which measures 
to use. Recent work by Perry and Felce (1995a, 1995b) is also pertinent to this issue. 
Peny and Felce investigated agreement between a selection of 14 commonly used 
objective measures (‘objective measures’ represented interviews with informants, direct 
observation, and quantitative measures) which assessed a number of aspects of quality of 
life (i.e. activity, autonomy/choice, housing quality, development, social/community 
integration, social interaction). The results revealed fairly high overlap between objective 
measures claiming to measure the same aspect of quality of life. For example, 
quantitative measures of social interaction (e.g. COPES, Moos, 1974) tapped similar 
variance to that tapped by direct observations of social interactions, yet the quantitative 
measures were quicker and easier to administer. These results are very useful since they
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suggest that social interactions, for example, can be tapped using user-friendly 
quantitative measures rather that time consuming direct observations without 
compromising the quality of the data collected.
In designing a study to evaluate quality of life changes in PLD who have been resettled it 
would be necessary to define quality of life. Recent conceptualisations recognise that 
quality of life is a multi-dimensional concept comprising four domains (Felce & Perry, 
1995). On this basis, a study would need to choose quality of life measures which tap 
each of the four domains. The following measures could be chosen, since Perry and 
Felce’s (1995a, 1995b) results suggest that these measures are quick and easy to 
administer, without compromising the quality of the data collected.
*
The Physical Quality Scale (PQS; Conroy & Bradley, 1985) as a measure of material 
wellbeing.
The Index of Community Involvement - form 2 (ICI; Raynes, Sumpton, & Pettipher, 
1989a) and the Group Home Management Schedule (GHMS; Pratt, Luszcz, & 
Brown, 1980) as measures of social wellbeing.
The personal growth and autonomy subscales from the Community Orientated 
Programmes Environment Scale (COPES; Moos, 1974) and the Index of 
Participation in Domestic Life (IPDL; Raynes, Sumpton, & Pettipher, 1989b) as 
measures of development and activity.
Perry and Felce’s (1995a, 1995b) work did not include an evaluation of self-report 
measures yet it would seem essential to include a self-report measure in order to tap 
the emotional wellbeing domain. For example, Schalock and Keith’s (1993) 40-item 
Quality Of Life Questionnaire (QOLQ) presents participants with a set of questions 
(such as ‘How much fun and enjoyment do you get out of life?’) which are answered 
by choosing between three alternatives.
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DESIGN
Design issues are also very important to consider in any study looking at changes in 
quality of life after resettlement into the community. Effective designs need to be 
longitudinal, where the same individuals are assessed before and after resettlement 
(Emerson, 1985). Individuals also need to be tested repeatedly in the post-relocation 
environment, since some research has found that initial gains in quality of life measures 
fade over time (e.g. Saxby, Felce, Harman, & Repp, 1988).
An appropriate control group should also be included in order to ensure that any 
changes would not have occurred spontaneously (Lister-Brook & Bowler, 1995). One 
difficulty in matching the experimental and control groups is that the ‘easiest-to- 
resettle’ residents tend to be resettled first (experimental group) leaving, by 
implication, those who are ‘harder-to-resettle’ (control group) i.e. those with 
additional problems such as challenging behaviour (Lister-Brook & Bowler, 1995).
One of the aims of the policy ‘care in the community’ was to enable service users to 
experience a quality of life which is commensurate with the rest of society (Emerson & 
Hatton, 1994). Therefore, it is necessary of compare the quality of life of people with 
learning disabilities with those of the general population, rather than simply providing 
comparisons across different services for people with learning disabilities.
Studies have tended to concentrate on particular ‘subsets’ of learning disabled clients. 
For example, Conneally et al., (1992) concentrated on individuals with 
severe/profound learning disabilities, whereas Cattermole et al., (1988) concentrated 
on individuals with mild-to-moderate learning disabilities. An alternative method would 
be to select participants from all levels of learning disability in order to investigate the 
effect of resettlement on the quality of life of individuals across all levels of learning 
disability.
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Conclusion of design issues
A design which takes into account all the above features would need to include three 
groups of participants: (1) an experimental group, comprising a randomly selected 
group of PLD due to be resettled in the community; (2) a learning disability control 
group, comprising PLD who are not due to be resettled (control participants should be 
matched to the experimental group in terms of sex, age, and pattern of disability); and 
(3) a non-learning disability control group, comprising individuals without learning 
disabilities who live in the local community and are matched to the experimental group 
in terms of sex and age. One potential difficulty is that at this stage in the resettlement 
process it may not be possible to find a control group of PLD (i.e. individuals who are 
going to remain institutionalised for another 3 years).
Individuals in the experimental group would need to be assessed pre-transfer (12 
months prior to resettlement) and post-transfer (at 12 and 24 months following 
resettlement). Individuals in the PLD control group and the non-PLD control group 
would also need to be assessed at 12-monthly intervals up to 3 years. This would 
enable the investigator to examine whether quality of life changes when PLD, and non- 
PLD, have remained within the same environment.
To aid comparisons the same set of quality of life measures would need to be 
administered to all three groups of participants. One of problems here is that the 
quality of life measures have not been used before with the general population and may 
be subject to floor or ceiling effects. Furthermore, most of the quality of life measures 
used in community care research tend to be completed by ‘others’ rather than the 
individual themselves, therefore it is likely that the non-PLD group would find these 
measures intrusive. A high drop out rate could result in the non-PLD sample being 
biased and therefore not representative of the general population
SUMMARY
There are many published studies which have looked at quality of life changes in PLD 
after resettlement and on the whole they have shown that resettlement is advantageous
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in terms of improvements in adaptive behaviour (Felce et al., 1986), overall levels and 
diversity of activity (Raynes et al, 1987), and social interaction and community 
integration (Felce et al, 1986). However, no one study has investigated quality of life 
changes across all levels of learning disability, using measures of quality of life which 
tap its multidimensional nature, using appropriate control groups, and taking into 
account the differences in environment that ‘living in the community’ can mean for 
different individuals (e.g. size of group home, staff to client ratio).
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INTRODUCTION
There is an increasing amount of attention being directed to attention deficit disorders 
(ADD) by parents, teachers and other professional groups (Erk, 1995). This essay will 
describe the historical background of the diagnostic classification of ADD, before 
discussing the utility of this classification system.
Historical background of ADD terminology
The nomenclature associated with ADD has undergone many changes during the last 
50 years (Erk, 1995). These changes will be described here in order to familiarise the 
reader with the evolution of the term.
In the 1940s, there was an outbreak of encephalitis that left many children with a 
whole range of behavioural problems. By the 1950s and 60s, practitioners came to the 
conclusion that other children who manifested some of the same symptoms as 
children with encephalitis (e.g. hyperactivity, inattention, disorganisation) may also 
have some degree of minimal brain damage. This led to the introduction of the 
diagnostic category Minimal Brain Dysfunction (MBD). The term MBD was quickly 
applied to children displaying a wide range of behavioural and learning problems. 
However, the lack of specificity of the term MBD began to make people feel uneasy 
especially when little evidence of brain dysfunction existed (BPS, 1996).
Diagnostic reappraisal occurred in 1968 (DSM-II, APA 1968) when the term 
Hyperkinetic Reaction to Childhood was put into place. This term focused on what 
was known about the children i.e. their behavioural symptoms, and ignored what was 
not known i.e. the underlying mechanism for the disorder. Further revision in 1980 
(DSM-III, APA 1980), led to the introduction of the terms Attention Deficit Disorder 
With Hyperactivity and Attention Deficit Disorder Without Hyperactivity. This was 
the first time that ADD could be diagnosed without hyperactivity being present. As a 
result, it became possible to diagnose a client as experiencing an impairment of 
attention without a heightened activity level (Goodyear & Hynd, 1992). However, 
direct links with the psychological mechanism of attention received little empirical 
support (Van der Meere, 1996). The most recent terminology (DSM-IV, APA 1994)
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uses the term Attention Deficit/Hyperactivity Disorder which can be further 
categorised into one of three types (Combined Type, Predominantly Inattentive Type, 
or Predominantly Hyperactive-Impulsive Type). This formulation represents the most 
stringent of the DSM criteria.
Britain and Europe do not use the DSM criteria, unlike the USA instead they use the 
International Classification of Diseases (ICD-10) as a diagnostic system. This system 
uses the term ‘hyperkinetic disorder’ which has more stringent parameters than DSM 
since children need to exhibit problems with hyperactivity, impulsiveness and 
inattention whereas for DSM there is an either/or clause. As a consequence, children 
reaching criteria for hyperkinetic disorder are far less common than those reaching 
criteria for ADHD.
What is ADD?
Given the changes in diagnostic criteria used over the years, it should not come as a 
surprise that there is much confusion over which term to use and what the terms mean 
(DSM-II to DSM-III to DSM-III-R to DSM-IV; ICD-9 to ICD-10). The most recent 
formulation, categorised as attention deficit/hyperactivity disorder (ADHD) in DSM- 
IV (APA 1994), refers to children and adolescents whose behaviour appears 
impulsive, overactive and/or inattentive to an extent that is unwarranted for their 
developmental age and is a significant hindrance to their social and educational 
success. For the purpose of this essay the term ADHD will be used as a generic term 
since this reflects the current position.
Discussion of the utility of the ADHD criteria
The classification of ADHD is based on a medical model, since this model underlies 
the DSM-IV and ICD-10 classification systems. However, the validity of using such a 
model to classify ADHD rests on a number of interrelated assumptions (Reid, Maag, 
& Vasa, 1993):
1. The first assumption is that ADHD can be differentiated from other conditions.
2. The second assumption is that ADHD can be accurately and reliably identified 
using objective indices.
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3. The third assumption is that evidence exists confirming a specific aetiology for 
ADHD such as a psychological or an organic mechanism.
This essay will now consider each of these assumptions in turn.
Differential Diagnosis
An important issue when considering the validity of a psychiatric disorder is whether 
it can be accurately distinguished from other psychiatric disorders (Reid et al., 1993), 
since the practice of differential diagnosis underlies the DSM taxonomy. In this 
section the process of diagnosing ADHD will be described followed by a discussion 
of differential diagnosis.
Diagnosing ADHD, according to DSM-IV criteria, is a subjective process whereby 
clinicians are asked whether various symptoms, pertinent to ADHD, occur ‘often’ 
(Reid & Maag, 1997). Therefore, clinicians are called to make judgements as to 
whether a child’s behaviour deviates significantly from social and cultural norms 
(Szasz, 1960). The subjectivity of this process may explain the variability in the 
prevalence rates of ADHD: these range between slightly over 2% to almost 10% of 
the sampled population from the USA and Canada (Costello, 1989; Szatmari, Offord, 
& Boyle, 1989). The subjective nature of the diagnostic process also explains why the 
children subsumed under the heading ADHD are such a large and heterogeneous 
group. As Barkley (1996) states,there is no such thing as a ‘typical’ ADHD child. 
Furthermore, the lack of consensus between the two systems (DSM-IV and ICD-10) 
for diagnosing ‘hyperactive’ children leads to fiirther doubt that ADHD represents a 
discrete clinical entity (BPS, 1996).
Problems have also been noted when it comes to differentially diagnosing ADHD 
(e.g. Hinshaw, 1987; Taylor, 1994; Weinberg & Brumback, 1992). For example, 
Hinshaw’s (1987) review of rating scale studies found a high correlation between 
ADHD and conduct disorder (the median reported correlation in all reported studies 
was .6). The association is so great that some reviewers consider that ADHD and 
conduct disorder are the same problem with different names (e.g. Quay, 1986). 
Furthermore, Weinberg & Brumback (1992) found that out of 100 children who were
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consecutively referred to a behaviour neurology programme, 80% met the DSM-III-R 
diagnostic criteria for ADHD. They also found that three other conditions, either 
alone or in combination (affective illness, primary disorder of vigilance, and learning 
difficulty), were more accurate diagnoses than ADHD.
In summary, it is difficult to argue that ADHD represents a discrete clinical entity 
characterised by a specific set of symptoms when: (1) there is so much variability 
between children diagnosed with ADHD; and (2) the behaviours characteristic of 
ADHD are equally diagnostic of other conditions.
Identification of ADHD
The second assumption made by the medical model is that the symptoms of ADHD 
can be verified using objective indices. This section will discuss whether behaviour 
rating scales and questionnaires are objective measures of behaviour.
The advantages of behaviour rating scales and questionnaires are:
1. They are straightforward to complete (BPS, 1996).
2. The questions are standardised and this increases their reliability.
3. They have face validity since concerned parents and teachers are asked the sorts 
of questions that they feel are relevant in assessing a child for ADHD.
4. They enable information to be sought from a variety of different sources e.g. 
teachers, parents etc.
However, there are many disadvantages associated with using these methods:
1. There is no valid cut-off point on a behaviour rating scale that empirically 
identifies a student as having ADHD or not having ADHD (Taylor, 1991).
2. Even if a valid cut-off existed, the use of behaviour rating scales to identify 
youngsters with ADHD would still be problematic because most instruments lack 
inter-rater reliability (Barkley, 1990). Inter-rater reliability is the extent to which 
different raters can observe the same behaviour and rate it in the same way. 
Research suggests poor inter-rater reliability can be due to raters having different 
interpretations of the same behaviour (e.g. Stanger & Lewis, 1993), or due to
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differences in raters’standards and tolerance for disruptive behaviour (Walker, 
1986).
3. It is also important to consider the validity of rating scales for minority 
populations. Research by Sonuga-Barke, Minocha, Taylor and Sandberg (1993) 
has shown that teachers tend to over-estimate ‘Asian’ children’s levels of activity 
in comparison to their ‘English’ counterparts suggesting that ethnic minorities 
may be over-identified as having ADHD (BPS, 1996).
4. A fiirther difficulty is that Whalen (1989) has shown that at some ages, 50% or 
more of normal children are perceived by adults as showing various signs of 
hyperactivity. Therefore, a high score on a rating scale is difficult to interpret 
since it could indicate ADHD or ‘normal’ hyperactivity.
5. Raters usually include parents and teachers - often the very people who have 
referred the child because of their behaviour and who may have pre-conceived 
ideas about the child’s behaviour which could influence their ratings.
In summary, behaviour rating scales are a useful starting point for gaining information 
fi'om a large number of sources. However they are not objective indices of a child’s 
behaviour, they are subjective and therefore susceptible to many biases.
The Aetiology of ADHD
The third assumption made by the medical model is that evidence exists confirming a 
specific aetiology for ADHD (Reid et al., 1993). This section will briefly review the 
psychological and organic evidence in turn.
Evidence fo r  a psychological basis to ADHD
One psychological mechanism thought to form the basis of ADHD was a deficit in 
attention (Barkley, 1996). Consistent with this hypothesis, children with ADHD were 
found to perform poorly on tests requiring sustained and organised attention (see 
review by Sergeant, 1988). Despite this widespread finding there has been 
considerable doubt as to whether an attention deficit is in fact a valid way of 
describing the cognitive impairments of children with ADHD. For one thing, all 
attentional tasks can be affected by unrelated factors such as motivation (Taylor,
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1994). For another, many children achieve poor performances on these tasks not just 
children diagnosed with ADHD (Taylor, 1991). Furthermore, recent studies that have 
considered the performances of ADHD children on specific attentional tasks under 
controlled conditions (see review by Van der Meere, 1996) have found that ADHD 
children do not show simple sustained attentional deficits.
An alternative psychological explanation of ADHD is that it is a problem in impulse 
control, in other words an inability to inhibit a response (Barkley, 1996). Consistent 
with this hypothesis, research has shown that ADHD children do perform poorly on 
neuropsychological tests assessing this sort of inhibition (Pennington, 1996). 
However, the tests used to assess impulse control lack specificity such that 
performance deficits could implicate a range of processes, some of which are quite 
unrelated to response inhibition (BPS, 1996).
In summary, there is no evidence that ADHD is underpinned by a simple deficit in the 
cognitive mechanism of attention or impulse control (BPS, 1996). Although, 
psychological research continues to investigate alternative explanations such as; an 
inability to regulate and organise behaviour associated with frontal and pre-ffontal 
dysfunction (Barkley, Grodzinsky & DuPaul, 1992); or a different motivational 
agenda (Sonuga-Barke, Williams, Hall & Saxton, 1996).
Evidence fo r  a biological basis to ADHD
Numerous researchers continue to pursue hypotheses that there is a biological basis 
for ADHD (Reid et al., 1993). Thus far, the research has led to inconclusive and often 
contradictory findings (Jacobvitz, Sroufe, Stewart, & Leffert, 1990). Where the 
presence of biological abnormalities has been found, it has only been found in small 
numbers of ADHD children which does not support the idea of a general underlying 
deficit. Currently the most popular conceptualisations regarding the biological basis 
of ADHD include: damage to the subcortical or frontal areas of the brain (Hynde & 
Willis, 1988; Hynde et al, 1991); abnormalities of the corpus callosum (Hynde et al, 
1991); or disruptions in the functioning of the catecholamine neurotransmitters
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(dopamine and norepinephrine) which are thought to underhe the attentional systems 
(Yelich & Salamone, 1994).
Despite the acknowledged lack: o f a biological basis for ADHD, this principle has been 
implicitly accepted since ADHD continues to be classified using DSM and ICD (medical
prescription of psychostimulant medications such as Ritalin. Some researchers have even
some biological aetiology (Jacobvitz et al., 1990). However, not all children diagnosed 
with ADHD benefit from drug^treatments. For example, Anastopoulos^et al. ( J9^91) 
reviewed the literature and found that drug treatments were effective for approximately 
70% of ADHD children; therefore 30% of ADffil children did not benefit from, orth^ir 
symptoms were exacerbated by, drug treatments (Yelich & Salamone, 1994). 
Furthermore, the effects of psycho^timulantmedicatron is^not specific^tcrADHp 
children. Rapoport et al. (1978) has shown that undiagnosed children demonstrated 
similar responses to stimulant medicatiomas"children:diagnosed withrADffif These 
results do not support an organic aetiology for ADHD.
In summary, there is no evidence thatrADHD-rsrunderpinned by a simple defrcit ima 
psychological or a biological mechanism. If one underlying mechanism cannot be found 
to underpin ADHD then it is difficult to arguelhatrADffi) is a discrete^clmrcaf entity. It 
is also problematic that where biological or psychological deficits have been found they 
only explain a subset of ADHD"children,^ nolrirr alfofthem; sincrthis~alsorsuggests-t}iat 
ADHD may have a variety of causes. An alternative explanation for the lack of 
consistency in the research findings isrthat^differentrstudies may have^used different 
samples of ADHD children; since selection criteria depend on: the diagnostic criteria 
used; the scales/questionnaireausedrand the^cut^offpoints chosenrand therlevefof 
objectivity of the observers/raters (BPS, 1996). Perhaps research concentrating on 
children who reach ICD-10 criteriar for hyperkinetrcr disorder will prove more: finuitfpl, 
since these children form a more homogeneous group.
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How helpful is the diagnosis ADHD?
Diagnosing a child as having ADHD informs us that a child will exhibit impulsive, 
overactive, and/or impulsive behaviour but it does not give any information about its 
aetiology since there no grounds for assuming that ADHD has a specific 
psychological or biological basis. The problem with diagnosing behaviours when the 
underlying condition is unknown is that the argument becomes circular, as has been 
argued to be the case in ADHD (e.g. Reid & Maag, 1997). Children are diagnosed 
with ADHD because they exhibit a certain number of symptoms and they exhibit 
these symptoms because they have ADHD. Thus, ADHD literally defines itself -  the 
symptoms are the syndrome. This tautology is particularly problematic for ADHD 
because the diagnosis itself is based on a clinician’s subjective judgement rather than 
on objective indices.
Because ADHD is conceptualised almost solely from a medical perspective, a 
diagnosis of ADHD will usually lead to medical treatment i.e. the prescription of 
psychostimulant medications (Maag & Reid, 1994). This has resulted in very few 
non-medical treatments being developed. Yet, as we have seen, not all children with 
ADHD benefit from psychostimulant medication and the effects of psychostimulant 
medication are not specific to ADHD children.
Since the label ADHD tells us so little it is worth considering why it continues to be 
used. According to Reid (1996), there are powerfijl social reasons for continuing to 
conceptualise ADHD using a medical model.
1. Conceptualising ADHD in this way has made ADHD it into a ‘no blame’ label for 
the child, its parents, and its teachers. Problem behaviour can now be portrayed as 
an inability to respond appropriately due to an underlying disorder, rather than an 
unwillingness to behave, lack of motivation, or poor parenting.
2. The ADHD label allows parents to ‘externalise the disorder’ thereby separating 
the ‘good’ child from the ‘bad’ behaviour. Problem behaviour can then be 
interpreted as the ‘ADHD coming out’ as opposed to a wilful or thoughtless action 
(Reid & Maag, 1997).
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3. A diagnosis of ADHD may be the most powerful route for parents to secure 
educational services for children, particularly in the USA.
An alternative?
It is likely that the concept ADHD will continue to evolve over the next few decades, 
as it has for the last 50 years, and it may still prove to be only minimally useful. On 
this basis, some researchers (Maag & Reid, 1994, 1996; Reid & Maag, 1997) have 
argued that non-medical practitioners should avoid the debate on the reality of ADHD 
and concentrate on more important issues i.e. how to effectively treat the behaviours 
exhibited by ADHD children. They suggest that clinicians adopt a functional 
approach to assessing children for ADHD. Functional approaches work on the 
assumptions that ADHD children vary in terms of aetiology and response to 
treatment, assumptions that are backed up by recent research. Therefore, functional 
approaches investigate why a particular child is presenting with overactive, impulsive 
and inattentive behaviour and the answer to this question guides the clinician about 
the intervention required.
The British Psychological Society (1996) also acknowledge that a child may exhibit 
ADHD symptoms for a variety of reasons and suggest that clinicians should conduct 
thorough assessments which include: environmental factors, and individual 
differences, as well as the more traditional assessment procedures (direct observation 
and behavioural rating scales).
CONCLUSION
In conclusion, the diagnosis ADHD tells us that a child is exhibiting overactive, 
impulsive, and/or inattentive behaviours - something that we know without a 
diagnosis - and tells us little about aetiology or intervention - questions that still need 
answering. Therefore, it would seem important that clinicians opt out of the ‘reality 
debate’ and respond to the plea’s of Reid and Maag (1997) and the BPS (1996) by 
conducting thorough assessments to determine why each ‘potential ADHD’ child is 
presenting with ‘ADHD type’ behaviour and then using this information to plan 
interventions.
39
Essay 3 ; Children and Adolescents
REFERENCES
American Psychiatric Association. (1968). Diagnostic and statistical manual o f 
mental disorders (2nd ed., DSM-II). Washington, DC; Author.
American Psychiatric Association. (1980). Diagnostic and statistical manual o f 
mental disorders (3rd ed., DSM-III). Washington, DC: Author.
American Psychiatric Association. (1994). Diagnostic and statistical manual o f 
mental disorders (4th ed., DSM-IV). Washington, DC: Author.
Anastopoulos, A. D., DuPaul, G. L., & Barkley, R. A. (1991). Stimulant medication 
and parent training therapies for attention-deficit hyperactivity disorder. 
Journal o f Learning Disabilities, 24, 210-218.
Barkley, R. A. (1990). Attention Deficit Hyperactivity Disorder: a handbook for  
diagnosis and treatment. New York: The Guildford Press.
Barkley, R. A. (1996). Attention Deficit Hyperactivity Disorder. In E. J. Marsh & R. 
A. Barkley (Eds.), Child Psychopathology. New York: Guildford.
Barkley, R. A., Grodzinsky, G , & DuPaul, G. (1992). Frontal lobe functions in
attention deficit disorder with or without hyperactivity. Journal o f Abnormal 
Child Psychology, 20, 163-188.
The British Psychological Party, (1996). Attention deficit hyperactivity disorder 
(ADHD): a psychological response to an evolving concept. Report of a 
working party of The British Psychological Party.
Costello, E. J. (1989). Developments in psychiatric epidemiology: Introduction. 
Journal o f the American Academy o f Child and Adolescent Psychiatry, 28, 
836-841.
Erk, R. R. (1995). The evolution of attention deficit disorders terminology. 
Elementary School Guidance and Counselling, 29, 243-248.
Goodyear, P., & Hynde, G. W. (1992). Attention deficit disorder with and without
hyperactivity: behavioural and neuropsychological differentiation. Journal o f 
Child and Clinical Psychology, 21, 273-305.
Hinshaw, S. P. (1987). On the distinction between attentional deficits/hyperactivity 
and conduct problems in child psychopathology. Psychological Bulletin, 101, 
443-463.
40
Essay 3 : Children and Adolescents
Hynde, G. W., Hem, K. L., Voeller, K. K., & Marshall, R. M. (1991).
Neurobiological basis of attention-deficit hyperactivity disorder. School 
Psychology Review, 20, 174-186.
Hynde, G. W. & Willis, W. G. (1988). Paediatric Neuropsychology. Orlando, FL; 
Gmne & Stratton.
Jacobvitz, D., Sroufe, A., Stewart, M., & Leffert, N. (1990). Treatment of attentional 
and hyperactivity problems in childhood with sympathmimetic drugs: A 
comprehensive review. Journal o f the American Academy o f Child and 
Adolescent Psychiatry, 29, 677-688.
Maag, J. W., & Reid, R. (1994). Attention-deficit hyperactivity disorder: A functional 
approach to assessment and treatment. Behavioural Disorders, 2, 5-23.
Maag, J. W., & Reid, R. (1996). Treatment of attention-deficit hyperactivity disorder: 
A multi-modal model for schools. Seminars in Speech and Language, 17, 37- 
58.
Pennington, B. F. (1996). Executive function and developmental psychopathology. 
Journal o f Child Psychology and Psychiatry, 27, 307-319.
Quay, H. C. (1986). A critical analysis of DSM-III as a taxonomy of psychopathology 
in childhood and adolescence. In T. Millon & G. Klerman (Eds.), 
Contemporary directions in psychopathology toward the DSM-IV. New York: 
Guildford.
Rapaport, J. L., Buchsbaum, M. S., Zahn, T. P., Weingartner, H , Ludlow, C., &
Mikkelsen, E. J. (1978). Dextroamphetamine: Cognitive and behavioral effects 
in normal prepupertal boys. Science, 199, 560-563.
Reid, R. (1996). Three faces of ADHD. Journal o f Child and Family Studies, 5, 249- 
265.
Reid, R., Maag, J. W., & Vasa, S. F. (1993). Attention-deficit hyperactivity disorder 
as a disability category: a critique. Exceptional Children, 60, 198-214.
Reid, R , & Maag, J. W. (1997). Attention-deficit hyperactivity disorder: over here 
and OYQV t\vQXQ. Educational and Child Psychology, 14, 10-20.
Sergeant, J. (1988). From DSM-III attention deficit disorder to functional deficits. In 
L. M. Bloomingdale & J. Sergeant (E6s), Attention Deficit Disorder: Criteria, 
Cognition, Intervention. Oxford: Pergamon Press.
41
Essay 3 : Children and Adolescents
Sonuga-Barke, E. J. S., Minocha, K., Taylor, E. A , & Sandberg, S. (1993).
Interethnic bias in teachers’ ratings of childhood hyperactivity. British Journal 
o f Developmental Psychology, 11, 187-200.
Sonuga-Barke, E. J. S., Williams, E., Hall, M., & Saxton, T. (1996). Hyperactivity 
and delay aversion III: The effect on cognitive style of imposing delay after 
errors. Journal o f Child and Psychology and Psychiatry, 37, 189-194.
Stanger, C. & Lewis, M. (1993). Agreement among parents, teachers, and children on 
internalising and externalising behaviour problems. Journal o f Clinical Child 
Psychology, 22, 107-115.
Szasz, T. (1960). The myth of mental illness. American Psychologist, 15, 113-118.
Szatmari, P., Offord, D. R., & Boyle, M. H. (1989). Ontario Child Health Study:
prevalence of attention deficit disorder with hyperactivity. Journal o f Child 
Psychology and Psychiatry, 30, 219-230.
Taylor, E. (1991). Developmental neuropsychiatry. Annual Research Review: Journal 
o f Child and Adolescent Psychiatry, 32, 3-47.
Taylor, E. (1994). Syndromes of attention deficit and overactivity. InM. Rutter, E. 
Taylor & L. Hersov (Eds.), Child and Adolescent Psychiatry: modern 
approaches (3rd Ed ). Blackwell Scientific Publications.
Van der Meere, J. J. (1996). The role of attention. In S. T. Sandberg (Eds.),
Monographs in child and adolescent psychiatry. Hyperactivity disorders of 
childhood. Cambridge: Cambridge University.
Walker, H. M. (1986). The Assessment for Integration into Mainstream Settings 
{PJMS>). Journal o f Clinical Child Psychology, 15, 55-63.
Weinberg, W. A., & Brumback, R. A. (1992). The myth of ADHD symptoms
resulting from numerous causes. Journal o f Child Neurology, 7, 431-445.
Whalen, C. K. (1989). Attention deficit and hyperactivity disorders. In T. H.
Ollendick & M. Hersen (Eds.), Handbook o f Child Psychopathology (2nd ed., 
pp. 131-169). New York: Plenum.
Yelick, G. & Salamone, F. J. (1994). Constructivist interpretation of attention-deficit 
hyperactivity disorder. Journal o f Constructivist Psychology, 7, 191-212.
42
ESSAY 4: NEUROPSYCHOLOGY (specialist)
Year II
Examine the efficacy of neuropsychological 
approaches to rehabilitation
Word count: 3012
43
Essay 4: Neuropsychology
INTRODUCTION
This essay will define conceptual models of neuropsychology and rehabilitation. Then 
it will evaluate rehabilitation research pertinent to three domains of cognitive 
functioning: memory, executive functioning, and perception. Finally, attention will be 
drawn to the methodological difficulties that plague this area of research.
Neuropsychological rehabilitation is based on the science of neuropsychology which 
is defined as, “the branch of psychology that studies and treats brain damaged patients 
and that attempts to infer from their symptoms the brain mechanisms underlying both 
normal and impaired behaviour” (Sutherland, 1991). Traditionally, neuropsychology 
has attempted to link specific cognitive functions to specific parts of the brain, 
developing concepts such as latéralisation of function and studies of phenomena such 
as unilateral neglect (Walsh, 1985). The main methodology of this traditional 
approach was group studies of dysfunction and intervention. A more recent approach 
is cognitive neuropsychology. This emphasises that lesions in the same area and with 
the same symptomatology may be due to damage to different systems within an 
information processing unit and as such require different strategies for remediation. 
This approach advocates individualised intervention strategies (e.g. Caramazza & 
Hills, 1993), and therefore single-case-methodology (Barlow & Hersen, 1995), rather 
than the application of blanket treatments to whole groups of patients.
Neuropsychological rehabilitation has been described as having elements of a 
traditional biological model of recovery aimed at ‘restoring’ impairments, through 
stimulation and practice, combined with a second ‘compensatory’ model which 
focuses on providing the patient with techniques and strategies to bypass the original 
impairment (Ben Yishay & Diller, 1993). Although, the concept o f ‘restoration’ of 
function after brain injury is still being debated and the mechanism of how damaged 
tissue may recover is yet to be established (Gianutsos, 1991). Neuropsychological 
rehabilitation research aims to demonstrate that neuropsychological treatments are 
both clinically effective and cost effective (Robertson, 1994).
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Memory
Memory problems are probably the most common cognitive impairments following brain 
damage (Thoene, 1996). Most researchers agree that the restoration of memory 
fimctioning is an unrealistic goal once the period of natural recovery has passed (Wilson, 
1991). Therefore, memoiy rehabilitation has tended to focus on teaching patients to 
compensate for their memory deficits by using strategies such as external memory aids 
(Wilson & Watson, 1996).
The efficacy of training memory-impaired patients to use strategies to compensate for 
their memory deficits has been the subject of much investigation. For example, Berg, 
Koning-Haanstra, and Deelman (1991) conducted a well-designed randomised group 
trial where patients were randomly assigned to one of three groups: a strategy training 
group, a pseudo-training group, or a no treatment control group. The strategy group 
was taught simple rules of memory fimctioning (e.g. “pay more attention”); these rules 
were then applied to the patients’ real life problems and practised for homework. 
Patients in the pseudo-training group practised memory tasks and games, but they did 
not discuss strategies of how to cope with memory problems. The control group 
participated in “a study on the time course of memory impairments”. At the end of 
training and at 3-months follow-up, only the strategy group showed significant 
improvement on outcome measures.
Unfortunately, when tested again four years later, the groups did not differ significantly 
from one another (Milders, Berg, & Deelman, 1995). Instead, the memory performance 
of the pseudo-training and the no-training groups had improved relative to post-training 
while the memory performance of the strategy group had slightly deteriorated. One 
possible explanation for these results is that patients in the control groups had 
spontaneously acquired strategies in the course of adapting to everyday life difficulties. 
This would explain why no differences were found between the three groups in terms of 
self-reported strategy use at four-year follow up. However, this explanation can only be 
hypothesised since no information on frequency of strategy use was available from 
previous evaluations.
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A study by Wilson (1991) followed up patients who had been referred for memory 
therapy 5-10 years earlier and found that most patients had, in the intervening years, 
learnt methods to bypass or compensate for their memory problems by using external 
aids and strategies. Again, this study suggests that external memory aids are effective 
while also suggesting that they may be acquired independently of intensive training.
A third study by Kime, Lamb, and Wilson (1996) reports the case of an amnesic patient, 
AB, who was taught to use a number of external memory aids. Outcome measures 
included her compliance with checking the diary and the number of entries in her 
calendar. The results showed that AB successfiilly learnt to use the external aids, and 
that she was independently generalising these skills to new situations. However, this 
single case study did not incorporate an experimental design. Therefore, it is not clear 
whether memory improvement was due to utilisation of memory strategies, or to other 
non-specific factors of the treatment.
In summary, the research suggests that memory-impaired patients can successfully learn 
to use compensatory strategies, and that compensatory strategies do aid memory. 
However, the evidence is equivocal with regard to whether patients require intensive 
training in order to acquire these strategies. This is an important issue, since health 
planners will not invest money in providing rehabilitation for brain damaged individuals 
if treatment cannot be shown to be clinically effective.
Wilson and Watson (1996) report that certain factors, such as mild memory 
impairments, absence of additional cognitive deficits, and a premorbid history of using 
external memory aids, are good predictors of successful use of compensatory strategies. 
It could be that individuals who fit the above criteria are able to acquire compensatory 
strategies without training, albeit at a slower rate than with training, while individuals 
who do not fit these criteria require intensive instruction in order to acquire any 
strategies. However, this hypothesis has not been tested. If this were the case, it would 
be cost effective to tailor interventions according to these factors.
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Dysexecutive Syndrome
Baddeley and Wilson (1988) introduced the term dysexecutive syndrome (DES) to 
describe the symptoms which can result from damage to the frontal lobes. These include: 
increased distractibility, difficulties monitoring own performance, impairments in ability 
to utilise feedback, poor planning and organising.
Alderman and Ward (1991) describe the use of two behavioural methods - response cost 
and cognitive overlearning - to manage a patient’s (AB) inappropriate behaviour (i.e. 
intrusive, repetitive verbal utterances which interfered with therapy sessions). The 
authors used a reversal design with three baseline and three treatment conditions (A-B- 
A-C-A-CD) so that the effects of the different treatments could be reliably assessed. 
During stage ‘B’, the response cost intervention was introduced. AB was given a 
number of tokens which were subsequently exchanged for tangible rewards at a lafer 
time. In the interim AB was prompted to give staff one token, and state the reason for 
its loss, whenever a target behaviour was observed. Intervention ‘C’ (modified response 
cost) was the same as ‘B’ except that the rewards had increased in price. Intervention 
‘CD’ consisted o f ‘C’, as described above, and cognitive overlearning. During this stage, 
AB was prompted to give staff a token, state the reason for its loss, and repeat “I must 
not repeat myself’ for one minute. The results showed that all treatments were effective 
in reducing the frequency of AB’s intrusive, repetitive speech. In addition, the time 
sampling baselines made prior to and after treatment suggested that AB’s increased 
control generalised outside the treatment sessions and was maintained at 3-months 
follow-up.
This well designed study demonstrated the effectiveness of response cost in increasing 
AB’s self-control over her verbal utterances. However, there are reasons to be cautious 
about the results. Firstly, the authors did not state whether the gains extended to public 
situations. If they did not, this could pose a problem, since the procedure would be 
difficult to conduct within a community setting, where the use of tokens would highlight 
a patient’s disability. Secondly, the procedure is based on punishment (removal of 
reinforcer) in response to inappropriate behaviour and some therapists may feel 
uncomfortable about such a procedure (Alderman et al., 1995).
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In response to these problems, Alderman et al. (1995) developed the self-monitoring 
training procedure (SMT) to SK with DES greater inhibitory control over her verbal 
output whilst in the community. SMT comprised five stages:
1. Baseline - a therapist recorded the frequency of SK’s self-initiated utterances.
2. Spontaneous self-monitoring - SK recorded the frequency of her self-initiated 
utterances.
3. Prompted self-monitoring - SK was prompted to self-record.
4. Independent self-monitoring and accuracy reward - SK was given a reward if her 
self-recordings were within 50% of the therapist’s recordings.
5. Independent self-monitoring and differential reinforcement - as above except that SK 
was given an upper limit to the number of self-initiated utterances that she could 
make during a 20 minute period. A reward was provided if SK successfully inhibited 
her verbal output to within the limits imposed.
SK succeeded in achieving greater inhibitory control over the frequency of her verbal 
output whilst in the community. Therefore, the self-monitoring training package devised 
by Alderman et al. (1995) proved successfiil in its aim. One problem with this study is 
that it utilised an A-B-A design, which means that SK’s improvements in inhibitory 
control could be due to spontaneous recovery rather than SMT. The authors argue that 
this is unlikely, since SK’s increased ability to self-monitor only led to greater inhibitory 
control when accuracy rewards were introduced.
These studies suggest that the difficult behaviour exhibited by DES patients can be 
effectively managed using certain behavioural interventions. However, the studies do not 
mention whether the gains were maintained over time or whether they generalised to 
new settings (i.e. home). Furthermore, procedures were implemented in a specialist 
rehabilitation unit by people trained to manage difficult behaviour - they may not be 
feasible in a less specialised setting. If health planners were to finance such procedures, 
researchers would first need to demonstrate that these interventions could be 
successfully applied to groups of patients thus cutting cost. Therefore, replication with a 
large group study is a desirable corollary to the above single case studies.
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Also in the domain of DES, some studies have attempted to train patients to use self- 
instructional strategies to solve problems. One example is a well-controlled group study 
by von Cramon, Matthes-von Cramon, and Mai (1991). Poor problem solvers were 
trained in different aspects of problem-solving behaviour (PST). A matched control 
group underwent memory training (MT). Group comparisons revealed that the problem­
solving group showed significant gains on neuropsychological measures of planning, and 
in everyday problem-solving behaviour rated by therapy staff, whereas the same 
measures indicated only minor improvement in the memory group. Despite these 
successfiil group results, many patients’ scores did not change after PST. Unfortunately, 
the authors did not investigate whether patients who responded to treatment differed in 
any way from those who did not respond, for example in terms of severity of initial 
impairment, age, presence of additional deficits. There was also no follow-up regarding 
the impact of the training on problem-solving behaviour beyond the rehabilitation 
setting. Therefore, it is not clear whether the gains were maintained over time or 
generalised to new settings. Furthermore, a no-treatment group was not included in the 
design to control for spontaneous recovery.
In summary, the self-monitoring procedure has shown to be effective in ameliorating the 
difficult behaviour exhibited by patients with DES (Alderman et al., 1995) but 
replication with large group studies needs to be proven if this procedure is to be cost- 
effective. Problem-solving training has also been shown to be effective for some DES 
patients (von Cramon et al., 1991) but further research is needed to investigate which 
patients would benefit most from this procedure.
Perceptual Disorders
Another frequently encountered group of cognitive deficits resulting from brain damage 
are visuoperceptual disorders, for example visual agnosia, visual field defects, and 
unilateral neglect. Unilateral left neglect is a lack of attention or responses to the left 
side of space which is linked with right hemisphere parietal lobe lesions (Vallar, 1993). 
Several rehabilitation approaches have been developed with regard to neglect, and 
recent studies investigating the efficacy of these approaches will be reviewed below.
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Visual Scanning
Antonucci, Guariglia, Judica, Magnotti, Paolucci, Pizzamiglio, and Zoccolotti (1995) 
carried out a randomised controlled trial to test the efficacy of a neglect training 
package. Twenty neglect patients were randomly assigned to an immediate or a 
delayed group. The immediate group received eight weeks of neglect training 
immediately, while the delayed group received eight weeks of non-specific cognitive 
stimulation followed by eight weeks of neglect training. The immediate group showed 
significant improvements on standard tests and measures of functional improvement 
following training. The delayed group showed significant improvement on one 
standard test, following general cognitive stimulation, and on all standard tests and 
functional measures, following specific neglect training. The authors concluded that 
this neglect training package produces significant results, which generalise to 
situations similar to those of everyday life. However, this study suffers from a number 
of methodological problems. Firstly, patients in the delayed group were informed that 
they would be receiving non-specific cognitive stimulation followed by specific 
neglect training, therefore patient motivation/expectations may have mediated the 
results. Secondly, follow-ups were not included so there is no way of knowing 
whether improvements were maintained or were generalised to new situations.
Finally, the neglect programme comprised of four training tasks, one or all of the 
tasks may have resulted in the improvements.
Despite these encouraging results regarding the efficacy of visual scanning training, 
some studies have failed to find it effective. For example, Bergego, Azouvi, Deloche, 
Samuel, Louis-Dreyfus, Kaschel, and Willmes (1997) gave seven neglect patients 
visual scanning training, according to a multiple-baseline-across-subjects-design. In 
the baseline condition, patients were asked to take part in some general computer 
activities. In the training condition, patients received four computerised visual 
scanning tasks. Data analysis revealed no statistically significant effects of the 
training procedure on target tests. However, the results of this study should be viewed 
with caution since one of the seven patients was excluded because he performed in the 
normal range on all tests, yet he was still reported to demonstrate neglect in real-life 
situations. This raises questions about the validity of the neglect tests used.
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Therefore, there is some evidence that visual neglect may be ameliorated by training 
which attempts to teach visual scanning (Antonucci et al., 1995), however not all 
studies have found scanning training to be effective (Bergego et al., 1997). One 
explanation for the inconsistent results is that duration of the training determines the 
size of the improvement and degree of generalisation (Antonucci et al., 1995). 
Therefore, 40 hours training (Antonucci et al., 1995) would be expected to lead to 
greater improvement than 3-15 hours training (Bergego et al., 1997). However, an 
alternative explanation is that training procedures need to target functionally relevant 
activities (e.g. Antonucci et al., 1995), rather than abstract tasks (e.g. Bergego et al., 
1997), if they are to produce effective results which generalise to real life situations.
Limb Activation Studies
Robertson and North (1992, 1993) carried out a series of experiments on a 62-year old 
patient with left visual neglect. They showed that when he was instructed to make 
movements with the left side of his body in left hemispace his performance on a letter 
cancellation task was significantly improved due to a reduction in left neglect. 
Robertson, Hogg, and McMillan (1998) extended this work with a 22-year-old neglect 
patient according to an A-B-A design. Occupational therapy sessions were provided 
throughout the experiment, however a limb activation procedure was introduced into 
these sessions during the training phase (B). The limb activation procedure comprised 
a ‘Neglect Alert Device’ which emitted a loud buzzing noise every 8 seconds. The 
patient was required to press the switch with his left hand to turn off the buzzer. The 
three outcome measures were: a combing task (personal neglect), a navigation task 
(locomotor neglect), a baking tray task (reaching neglect). All three outcome 
measures showed very significant improvements coinciding with the onset of limb 
activation training, replicating previous findings. At follow-up, only the reaching 
space measure of neglect showed maintained improvements. The authors speculated 
that the non-reaching measures failed to achieve long-lasting effects because they 
were more difficult tasks. However, an alternative explanation is that the limb 
activation task was more often embedded within tasks involving reaching than within 
those involving personal care or locomotion. Future research needs to embed the limb 
activation task equally within tasks the three tasks in order to exclude this possibility.
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Both limb activation and visual scanning appear to be effective methods to 
rehabilitate neglect. The relative efficacy of these approaches could be investigated by 
conducting a randomised-controlled study to compare these neuropsychological 
approaches versus a no-treatment control group.
CONCLUSION
This essay has shown that there is some evidence that neuropsychological approaches 
to rehabilitation can facilitate ‘recovery’ of the cognitive sequalae of brain damage. 
However, the methodological problems that plague the research studies in this area 
seriously limit the strength of the conclusions that can be made at this stage. 
Robertson (1994) summarises some common problems: failing to report negative 
findings, lack of blind assessment, practice effects of repeated testing, and failure to 
control for non-specific therapeutic effects. It is also notable that most rehabilitation 
research utilises either the single-case-experimental design or the controlled group 
design yet both have important weaknesses. Single-case-experimental designs, even 
when well designed, can be criticised because the results they generate cannot be 
generalised (Barlow & Hersen, 1995) and the procedures are time-consuming and 
expensive. In contrast, group studies face difficulties of heterogeneity of patients and 
with controlling for non-specific mechanisms that could affect change. The ideal 
would be studies which combine the use of both methodologies since their strengths 
and weaknesses complement each other (Robertson, 1994).
Finally, as Caramazza and Hills (1993) point out, neuropsychological rehabilitation 
research still lacks an overall theory of remediation of cognitive deficits. A complete 
theory would need to encompass: the relationship between pre- and post-therapy 
states, how the changes occurred, patient-specific characteristics (i.e. age, motivation, 
family support), and site and size of brain lesion. This field also requires valid 
measures of outcome which define outcome in terms of everyday living skills. This 
would enable a better assessment of the effectiveness of neuropsychological 
interventions.
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INTRODUCTION
This essay will begin by outlining some of the diagnostic issues relating to depression 
in older adults, including the influence of dementia and intellectual changes on 
diagnosis. Then it will describe four models of depression: cognitive-behavioural, 
biological, psychoanalytic, and psychosocial, drawing attention to the implications of 
applying these models to therapy with older adults.
Depression has been described as ‘a state of pervasive and persisting lowering of mood 
accompanied by reduced enjoyment and negative thinking which may include thoughts 
of worthlessness, guilt, and hopelessness’ (Katona et al., 1995). These psychological 
symptoms are coupled with changes in sleep, appetite, and psychomotor function 
(diagnostic criteria inDSM-IV: American Psychological Association, 1994). Although 
the symptoms of depression are similar in younger and older adults, they often present 
differently in older adults in ways that can make diagnosis difficult (Rothschild, 1996). 
For example, in older adults, the physical symptoms of depression are often more 
prominent than the depressed mood (Rothschild, 1996). Fielden (1992) suggests that 
this is because older people are more reluctant to divulge psychological symptoms, 
perceiving them as shameful, and tend to emphasise physical symptoms. Diagnosis is 
finther complicated by the overlap between the physical symptoms of depression and 
those of chronic illness (Katona et al, 1995). Furthermore, there is considerable 
overlap between symptoms of depression and those of dementia (i.e. loss of 
concentration and apathy) and therefore depression can go undetected (Fielden, 1992). 
Finally, thoughts of death, fatigue, loss of libido, sleep disturbance and pains may all 
occur more fi-equently in older adults even in the absence of depression (Katona et al,
1995).
The prevalence of depression in older adults has been estimated at between 1 and 15% 
of those in the community (Gurland et al, 1980; Livingston & Hinchcliffe, 1993) and 
up to 50% of those in acute psychogeriatric settings (e.g. Gilchrist et al, 1985). There 
has been some controversy as to whether the incidence of depression increases with 
age (Veith & Raskind, 1988). Some studies have found an increase in the incidence of
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depression with age (e.g. Blazer, 1982; Gurland et al., 1980), while other studies have 
found no such increase (e.g. Blazer & Williams, 1980; Myers, Weissman, Tischler, et 
al., 1984). However, the variability in studies seems to depend upon the criteria used 
to measure depression (Veith & Raskind, 1988). Studies finding an increase in 
incidence have looked for the presence of depressive symptomatology which, as 
discussed earlier, is highly prevalent in the over 65s and can be due to factors unrelated 
to depression, such as chronic illness or dementia. In contrast, studies finding no 
increase in the incidence of depression with age have used a more rigorous definition 
of depression - the presence of symptoms which qualify for a major depressive episode 
(APA, 1994). Therefore, the prevalence of clinical depression does not appear to 
increase with age but depressive symptoms do.
Despite the fact that the prevalence of depression does not seem to change with age, 
evidence convincingly suggests that suicide is over-represented in older adults, 
particularly those individuals aged 85 and over (Manton, Blazer & Woodbury, 1987; 
McIntosh, 1985). In addition to the risk of suicide, depression is associated with 
increased morbidity and mortality of chronic medical illness (e.g. Avery & Winokur, 
1976).
The Cognitive-Behavioural Model
Cognitive approaches to the treatment of depression are often based on Beck’s model 
(Beck et al., 1979). According to this model, life experiences lead people to form 
assumptions about themselves and the world, which are subsequently used to interpret 
situations and to evaluate behaviour. Unfortunately, some of these assumptions are 
‘dysfunctional’ or unhelpful (e.g. I must not depend on anyone else for anything’). 
Problems arise when critical incidents occur that coincide with a dysfunctional 
assumption. So the belief that personal worth depends entirely on independence could 
lead to depression if the person developed a chronic illness that led to dependence on 
others. Once activated, dysfunctional assumptions lead to ‘negative automatic 
thoughts’, such as negative interpretations of current experiences, pessimistic
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predictions about the future, or negative recollections of the past. These, in turn, lead 
to other symptoms of depression such as withdrawal from social situations.
Whilst cognitive-behavioural approaches do not offer specific explanations of problems 
of ageing, many clinicians feel that depression in older adults can be appropriately 
conceptualised in cognitive-behavioural terms given the changes/losses that tend to 
accompany ageing, for example role loss, bereavement, physical illness (e.g. Fielden,
1992). Indeed, research with older adults has found that the greater the emphasis a 
person puts on one goal/role in their life, to the exclusion of others, the greater the risk 
of depression following a life event that threatens that dominant goal/role (Lam & 
Power, 1991). Cognitive aspects of treatment involve identifying negative thoughts, 
evaluating the validity of the thoughts, substituting more realistic, helpful thoughts; and 
modifying dysfimctional schemata (Koder, Brodaty & Anstey, 1996). Behavioural 
components aim to break the cycle of depressive inertia by the use of graded task 
assignments that are goal directed, pleasurable and give the patient a sense of 
achievement (Beck, 1976).
According to Morris and Morris (1991), the CB treatment approach is particularly 
appropriate for use with older adults because: it focuses on current concerns rather 
than abstract concepts; it is skills enhancing, and can reduce social isolation; it is 
structured and keeps the person orientated to the task; and it encourages collaboration, 
rather than passive compliance, and therefore treatment success can be attributed to 
the client providing them with a sense of mastery. However, Thompson et al. (1986) 
suggest that clinicians should modify their style when applying this approach to older 
adults in order to compensate for possible cognitive, perceptual, and sensory 
impairments. Modifications include: monitoring the pace of communication by 
regularly checking clients understanding, using larger print for handouts, and 
encouraging clients to take notes. Thompson et al. (1986) also suggest bright lighting, 
low background noise, and sitting close to the client.
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Undoubtedly the CB approach will not be appropriate for all older clients. 
Contraindications include clients with severe cognitive, perceptual, or sensory 
impairments that cannot be compensated for by the therapist.
Biological Models
The emergence of effective pharmacological treatment for depression in adults led to 
the development of several biological models of depression. In particular, that 
depression might results from a CNS deficiency of norepinephrine (NE) and/or 
serotonin (Schildkraut, 1965; Bunney & Davis, 1965).
In the case of norepinephrine (NE), initial evidence suggested that reserpine, which 
depletes the CNS of NE, caused depression in some individuals (Schildkraut, 1965; 
Bunney & Davis, 1965). However, studies measuring NE, or its metabolites, in the 
CSF have not consistently found differences in NE concentration in depressed patients 
compared to controls (Post, Ballenger & Goodwin, 1984). With regard to serotonin, 
many effective anti-depressant agents affect serotonin metabolism in vitro (Segawa, 
Midzuta, & Nomura, 1979; Sulser, 1987). Studies have also found reduced CSF levels 
of serotonin metabolites in depressed patients suggesting decreased CNS serotonin 
(Post, Ballenger & Goodwin, 1984). However, some post-mortem studies in suicide 
victims have found evidence of decreased serotonin activity (Agren, 1980) while others 
have not (Korpi et al., 1986). These results suggest that arguments for depression 
being associated with either decreased NE or serotonin activity in the CNS are far 
from conclusive (Veith & Raskind, 1988). Furthermore, studies investigating the 
effects of normal ageing on the CNS NE and serotonin systems suggest that there are 
age-related increases rather than decreases in CNS NE levels (Raskind et al., 1988) 
and CNS serotonin levels (Post, Ballenger & Goodwin, 1984).
There is evidence to suggest that depression is commonly associated with certain 
neurological conditions, such as Parkinson’s Disease, Huntingdon’s Disease, and 
Strokes (Folstein et al., 1985), all of which become more prevalent with age. Evidence 
suggests that depression is part of these clinical syndromes rather than a reaction to
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them (Salzman, 1993). For example, the neuroanatomical site of the lesions in PD and 
HD is similar suggesting similarities in symptoms, including depression. In the case of 
strokes, depression is more common following left-frontal strokes than lesions 
elsewhere in the brain, again suggesting an organic cause to depression. Furthermore, 
depression occurs more often in stroke patients than in orthopaedic patients who have 
equal disabilities (Folstein et al., 1985).
Another biological model of depression is ‘drug associated depression’ (DAD; Wood 
et al., 1988). This is where certain medications cause, or their effects mimic, 
depression (Dhondt & Hooijer, 1995). DAD can be induced by many drugs which are 
commonly prescribed to treat conditions presenting in the elderly, for example 
antihypertensives, analgesics, and anti-parkinsonian drugs. Some researchers have 
argued that DAD does not fit the DSM-IV criteria for major depressive disorder, since 
lability of mood and physical symptoms tend to be emphasised over psychological 
symptoms (Ganzini et al., 1993). However, this should not prevent clinicians from 
trying to alleviate symptoms.
The literature suggests that treating depression in older adults with pharmacological 
therapies requires special care (Fielden, 1992). Firstly, the average older person takes 
6-8 different medications per day (Salzman & Hoffrnan, 1983), therefore the likelihood 
of drug interactions is greatly increased in this population. Secondly, older adults are 
more vulnerable to almost all side effects of drugs because of changes in absorption, 
metabolism and excretion leading to elevated drug levels (Salzman, 1993). Finally, 
some research suggests that anti-depressant medication may be less effective in older 
adults (Amar & Wilcock, 1994), perhaps for the reasons stated above. It has also been 
argued that encouraging older adults to rely on medication to control their symptoms 
may undermine the person’s own coping strategies (Murphy, 1983). Despite these 
cautions, anti-depressant medication is the most common form of treatment of 
depression in older adults and is effective for many. It can be used in conjunction with 
‘talking therapies’ (e.g. Miller et al., 1998) and is especially usefiil for patients who 
have cognitive deficits which preclude them from other forms of therapy.
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Psychoanalytic Models
Most psychoanalytic models emphasise early development rather than focusing on the 
events of later life. In the classic Abraham-Freud model, depression is viewed as the 
turning inward of aggression resulting from the loss of an ambivalently loved object 
(Abraham, 1953; Freud, 1957). Other analysts have described depression as a reaction 
to separation from an important object (Bowlby, 1969). Klein (1975) thought that 
predisposition to depression was rooted in the mother-child relationship during the first 
year of life rather than in traumatic experiences.
Erikson (1959) did not discuss depression per se but was one of the few neofreudian 
theorists concerned with the developmental tasks of old age. He stated his theory in 
terms of conflicts which individuals could meet in a healthy life-promoting way or a 
neurotic life-negating way. The final conflict is described by Erikson as ego integrity 
versus despair; ego integrity meaning accepting one’s life as it has been lived rather 
than worrying and wishing that it might have been otherwise. Butler (1963) suggested 
that ego-despair explains the appearance of late life depression and the ‘thousand little 
disgusts’ of the unhappy older person dissatisfied with their life. Butler (1963) 
developed a treatment called reminiscence or life review to aid a person to come to 
terms with life as it was lived.
Psychoanalytic interventions focus on working with the transference-neurosis (Freud, 
1924). Transference is a process by which a client transfers his feelings on to the 
therapist. This enables the client to repeat and relive, in the present of the 
psychoanalytic relationship, unconscious conflicts and traumas from their past. In this 
way, the symptoms of the clients’ illness are given a new transference meaning and the 
neurosis is replaced by a transference-neurosis of which the client can be cured by the 
analytic work (King, 1980).
The application of psychoanalytic approaches to older adults is controversial since 
Freud (1924) believed that “near or above the 50s the elasticity of the mental 
processes, on which treatment depends, is as a rule lacking - older people are no longer
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educable”. He also thought that the monumental amount of life review material would 
make analysis interminable. However, Freud’s pessimism about the suitability of 
traditional psychoanalysis for the treatment of older people has been disputed by many. 
Abraham (1949) commented that ‘the age at which neurosis breaks out is of greater 
importance for the success of psychoanalysis than the age at which treatment is begun’. 
Indeed, some writers have suggested that older adults are often more ready to engage 
in this type of approach than younger adults (King, 1980), perhaps because they are 
aware of the shortness of time left to them (Hildebrand, 1982), or because the recency 
of their losses makes it less easy for them to deny paranoid and depressive anxieties 
(King, 1980).
Various theorists have suggested modifying psychoanalytic techniques when treating 
older adults. Alexander (1944) suggested that therapy should be aimed at either insight 
or support depending on the ego strength of the patient. Wayne (1953) suggested that 
the therapist should take a more active role in directing the therapy, intervening in the 
client’s life, giving guidance and reassurance, focusing on current problems as the basis 
of the analysis, decreasing anxiety, and minimising dependency. More recent 
psychoanalytic literature reinforces the need for active intervention strategies (e.g. 
Busse & Pfeiffer, 1977).
Psychosocial Models
Psychosocial models of depression seek to take into account the life events and 
difficulties experienced by the individual, the level of social support received by the 
individual, and social vulnerability factors when understanding the onset and 
maintenance of depression (Champion & Power, 1995).
The importance of life-events in the precipitation of depression in individuals of all 
ages has been well documented (e.g. Costello, 1982). And, research suggests that 
older adults face many predictable and negative life-events in late life, for example, 
death of partner, close family, and friends; losses involving the person’s home, physical 
health, sensory and other abilities; and loss of independence (Woods, 1993).
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Psychosocial models also emphasise the support function of the social environment. 
Social support has been described as the “provision of meaningful, appropriate, and 
protective feedback from the social environment of the person that enables the person 
to negotiate intermittent or continual environmental stressors” (Blazer, 1982). 
Research suggests that a reciprocally confiding relationship can offer partial protection 
from depression in the face of severe life events (Champion, 1990), although it seems 
to be the perceived adequacy of the support rather than the actual level of support that 
is the critical factor (e.g. Henderson et al., 1981). Finally, Champion and Power (1995) 
postulate that there are social vulnerability factors specific to certain communities that 
may increase the likelihood of depression in the face of life events. For example, 
poverty and unsuitable housing are prominent in the older adult population (Woods,
1993). In relation to broader sociocultural values, it could be hypothesised that the 
rates of depression in older adults are higher in Western cultures, where older people 
are devalued, than in cultures which traditionally value the older members of their 
society. This is linked to the absence of socially prescribed roles for older people 
within Western society and the cultural definition of the older person as “dependent, 
roleless, querulous, forgetful, fretful, and irritable” (Butler, 1974).
According to the psychosocial model, older adults can be seen to be at a high risk for 
developing depression, given the likelihood of cumulative negative life events 
accompanied by a decrease in the level of social support (death of close family/friends, 
fewer opportunities to make new friends) and relatively high social adversity. 
Psychosocial interventions seek to maximise protective factors, such as social support 
and coping strategies, and to alleviate social adversity, such as unsuitable housing. 
Advocates of psychosocial interventions argue that the social network of the client 
should be considered paramount regardless of the treatment approach utilised. Indeed, 
it has been suggested that compliance with medication may depend on social 
relationships (Woods, 1993).
The advantage of psychosocial interventions is that they are practical; they centre on 
current concerns; and they aim to reduce social isolation. Unfortunately, traditional
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psychosocial approaches focus very little on client-specific factors that might act to 
increase or decrease a particular client’s vulnerability to developing depression given a 
particular life-event and set of social circumstances. A recent theory by Champion and 
Power (1995) attempts to overcome this limitation by drawing together the cognitive 
vulnerability approach (e.g. Beck et al, 1979) and the social vulnerability approach 
(e.g. Brown & Harris, 1978). Champion and Power (1995) propose that a large 
proportion of episodes of depression result, at least in part, fi*om the interaction 
between the individual’s cognitive vulnerability and the social context in which he or 
she lives.
CONCLUSION
Older adults are no more likely to develop clinical depression that younger adults, 
although depression is often more difficult to diagnose in older adults. Most models of 
depression were developed to explain depression in the younger adult and have been 
extended to include factors pertinent to older adults. Similarly, treatment approaches 
that have been successful with younger adults have tended to be applied to older adults 
rather than the other way round. This is somewhat surprising given that until recently 
depression was considered to be more prevalent in the old than in the young. Possible 
reasons for the emphasis on younger adults are factors relating to both clients and 
clinicians. Client factors include lack of awareness by older people and their relatives 
that depression is a distinct and treatable illness. Factors relating to clinicians include 
the “ageist” beliefs that misery is a legitimate response to becoming old and that such 
“understandable” depression need not be formulated or treated.
Current models of depression, and the treatments that lead fi"om them, tend to be 
“purist” in stance with little emphasis on integrating approaches to provide a more 
holistic treatment approach. The notable exception is Champion and Power (1995) 
who have attempted to integrate cognitive and social models. Given the purist stance, 
it is unsurprising that most older clients who receive treatment, receive only one 
treatment, and this tends to be anti-depressant medication. What is perhaps more 
surprising, is that in an age of “evidence based practice” this treatment emphasis is not
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based on research studies which show that medication is more effective than other 
forms of treatment. Nor is it based on research highlighting which clients are most 
likely to benefit fi’om anti-depressants. The reason for this is perhaps the confusion 
amongst researchers/clinicians about how to best define depression within the older 
adult population. A consistent definition of depression is the starting point and this 
needs to be followed by needs assessments, and finally outcome trials.
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CLINICAL
SECTION
PLACEMENT 1 - ADULT MENTAL HEALTH
Supervisors: Dr Anna Iwnicki 
Dr Jo Ross-Gower
Location: Psychology Department, Kingston Hospital, Kingston, Surrey
Dates: September 1996 - February 1997
Summary of Experience Gained:
Experience was partly in a Community Mental Health Team and also at an Psychology 
Outpatient Department. A variety of clients were individually assessed and treated 
using the Cognitive Behavioural model. The clients difficulties included: anxiety, 
depression, agoraphobia, PTSD, and adjustment disorder. I also co-led a group for 
adults with chronic anxiety. I gave a case presentation to the Community Mental 
Health Team.
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Adult Mental Health Placement
Abstract:
Mrs N Female Age 32 years
This case report describes the assessment and treatment of a woman with a diagnosis 
of agoraphobia. A cognitive-behavioural assessment was carried out; outcome 
measures included the HADS and the Fear Questionnaire.
The formulation was largely cognitive-behavioural in nature, with particular reference 
to her childhood experiences of bullying and abuse as predisposing factors, and her 
marital relationship as a maintaining factor. An alternative formulation considered Mrs 
N ’s difficulties in terms of attachment theory.
Cognitive-behavioural treatment was undertaken. Although, HADS ratings indicated 
no change, the Fear Questionnaire suggested some improvement in her agoraphobia. 
By the end of therapy, Mrs N was able to leave her house and walk about 50m 
independently, or about 1 mile if accompanied by her baby. Progress was also made in 
helping Mrs N to manage her volatile relationships with friends/family.
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PLACEMENT 2 - PEOPLE WITH LEARNING DISABILITIES
Supervisor: Dr Dawn Thomas-Bawa
Location: Psychology Department
Bournewood Community and Mental Health NHS Trust 
Boumewood Resource Centre 
Chertsey, Surrey KT16 OQA 
Dates: March 1997 - September 1997
Summary of Experience Gained:
This placement was based in a Psychology Outpatient Department. Nine referrals were 
seen individually. Individual work included assessment and treatment of: challenging 
behaviours (e.g. pica, absconsion and self-injurious behaviour), blood/injury phobia, 
and OCD. Work with care staff focused mainly on teaching them behavioural 
strategies to manage challenging behaviours. Neuropsychological assessments were 
carried out on three clients of varying levels of learning disability.
I was involved in the induction of three new assistant psychologists. Specifically, this 
involved teaching them how and why psions are used to record clients behaviour. I 
gave a talk to care staff on obsessive-compulsive behaviour: what it is, how it is 
maintained, and how it is treated in relation to a particular client. I gave a departmental 
seminar entitled “A cognitive explanation for the persistence of post-concussional 
syndrome’.
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People with Learning Disabilities Placement
Abstract:
JK  Female Age 58 years
The case report describes the assessment and treatment of a woman who displayed 
behaviour that staff at her residential home found problematic. The behaviours causing 
problems to staff were: ripping clothes, and swallowing objects (pica). ABC charts 
were issued to formally record the variables precipitating and maintaining JK’s 
behaviour. JK’s difficulties were formulated in terms of her poor expressive language 
skills, lack of assertion and difficulties making sense of her own feelings. Therefore, 
her behaviours were viewed as having a communicative function. Increased social 
attention appeared to maintain these behaviours. An alternative formulation considered 
JK’s behaviour within an attachment framework.
Behavioural guidelines were written to reduce staff anxiety and provide a consistent 
staff approach to JK’s behaviours. In addition, the therapist worked individually with 
JK to help her express her emotions verbally. At the reformulation stage, it emerged 
that incontinence acted as an important antecedent - the guidelines were revised to 
take this into account. At outcome, the jfrequency of ripping clothes had reduced four­
fold, and pica was non existent. Some progress was also made in helping JK to express 
her emotions and make choices.
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PLACEMENT 3 - CHILDREN AND ADOLESCENTS
Supervisor: Mrs Susan Knight
Location: Child and Family Consultation Service
Famham Health Centre 
Famham, Surrey 
Dates: September 1997 - April 1998
Summary of Experience Gained:
This placement was based within a multidisciplinary team. Twenty referrals were seen 
individually and a fiirther nine were seen as part of group interventions. Individual 
work with children included assessment and treatment of: OCD, anorexia nervosa, 
social anxiety, and conversion disorder. Work with parents focused mainly on teaching 
them to manage their children’s difficult behaviour. Family interventions included 
assessment and treatment of: sleeping problems, behavioural problems associated with 
ADHD. Cognitive assessments on children aged three, eight, and thirteen were carried 
out. A social skills group was facilitated for children with ADHD, and an assertiveness 
group for adolescents.
A research project was conducted to assess the impact of the ADHD service from the 
different perspectives of: parents, schools, educational psychologists, and referring 
GPs.
I presented a case at the multidisciplinary team meeting.
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Children and Adolescents Placement
Abstract:
NC Female Aged 16 years
The case report describes the assessment and treatment of an adolescent diagnosed 
with obsessive-compulsive disorder. Questionnaire measures (YBOCS and YBOCS 
Symptom Checklist) were consistent with NC’s verbal history in identifying two 
problems - one of these was targeted for intervention. A cognitive-behavioural 
formulation was used to gain an understanding of the onset, development, and 
maintenance of NC’s symptoms. Obsessional thoughts had become associated with 
anxiety, guilt and responsibility through conditioning. In an attempt to reduce these 
feelings, NC developed compulsions to neutralise the obsessions. These compulsions 
were reinforced by a reduction in anxiety. NC also developed avoidance behaviours to 
avoid situations that triggered obsessions, these behaviours were unwittingly 
reinforced by her parents. An alternative formulation was psycho dynamic.
Intervention involved deliberate and prolonged exposure to all feared situations in a 
graded manner, coupled with prevention of the compulsions. Cognitive strategies were 
also employed. Later in treatment the problems were externalised. Questionnaire 
measures suggested improvement in the target problem, although a new problem had 
emerged by this stage, consistent with NC’s history of changing symptoms. A history 
of sexual abuse was suspected but never confirmed. NC was referred on to a colleague 
for continued support.
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PLACEMENT 4 -  NEUROPSYCHOLOGY (specialist)
Supervisor: Mrs Mary Taylor
Location: Department of Clinical Psychology
Wolfson Medical Rehabilitation Centre 
Atkinson Morley’s Hospital 
Wimbledon, London SW20 ONE 
Dates: April 1998 - October 1998
Summary of Experience Gained:
This placement was based at a rehabilitation centre. Eighteen referrals were seen 
individually and a further thirteen were seen as part of group interventions. Individual 
patient work focused mainly on neuropsychological assessment, although six patients 
were also seen for cognitive-behavioural or cognitive intervention, and one for marital 
work. An education group, a general issues group, and a memory group were 
facilitated for patients with brain injuries. I presented a case at the neuropsychological 
academic meeting.
78
Specialist Neuropsychology Placement
Abstract:
CF Female Aged 32 years
This case report describes neuropsychological assessment of a woman who presented 
with cognitive impairments following an aneurysm. The neuropsychological assessment 
included the: NART, WAIS-R, subtests of the AMIPB, Doors and People, TEA, 
subtests of the VOSP, subtests of the BADS, the Hayling and Brixton Tests, FAS, and 
the HADS. Test results indicated marked memory impairments and problems with 
frontal lobe functioning. These deficits were consistent with reports from CF’s work, 
reports fi’om rehabilitation staff at the centre, and the site and size of CF’s lesion. CF 
admitted to 'occasional’ memory problems, which seemed to underestimate the actual 
extent of her memory difficulties, and dismissed the executive deficits, arguing that 
they reflected premorbid aspects of her personality and behaviour. Various 
explanations for these test results were suggested and explored in the case report.
Marital issues emerged during the assessment phase. These problems were present 
before the injury but had been exacerbated by the injury. A three-way meeting was 
arranged to focus on the recent difficulties and to provide a positive experience of 
therapy, with the aim that the couple may consider marital therapy in the future.
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PLACEMENT 5 - OLDER ADULTS
Supervisor: Mrs Catherine Dooley
Location: Department of Psychology
Elmside, Surbiton Hospital, Surbiton, Surrey 
Dates: October 1998 - April 1999
Summary of Experience Gained:
This placement was based within an older adult psychology team. Eleven referrals 
were for direct client work and a further two were for indirect work with carers/staff. 
Individual work with clients included: cognitive therapy for a man with anger problems 
and an underlying narcissistic personality disorder; cognitive behaviour therapy for a 
woman with generalised anxiety disorder. Indirect work with staff involved the 
development and implement of management guidelines for working with clients with 
aggressive and demanding behaviour. Three neuropsychological assessments were 
conducted on clients, and one client received further sessions in an attempt to teach her 
to use strategies to aid her failing memory.
I gave presentations to the team on: neuropsychological testing in older adults, and ‘a 
cognitive explanation for the persistence of post-concussional symptoms’.
I was involved in some consultancy work, to revise a screening tool to assess 
vulnerability for depression in older adults. This included developing a questionnaire 
format for the screening assessment and creating a data base for analysing the results.
I wrote a policy document about neuropsychological assessment with older adults.
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Older Adults Placement
Abstract:
Mr C Male Aged 67 years
The case report describes the assessment and treatment of an older adult with a 
narcissistic personality disorder. Mr C’s narcissism was conceptualised cognitively as 
stemming from a combination of dysfunctional schema about himself, the world, and 
the friture. These schema were viewed as developing through experiences that had 
moulded his beliefs about personal uniqueness and self-importance. The rigidness of 
his schema meant that he consistently overused a set of strategies that were often 
unhelpful. Mr C entered therapy for help with his temper and for a mild depressive 
disorder. These difficulties were viewed as symptoms of his underlying narcissistic 
personality disorder. Questionnaire measures were not completed since Mr C resisted 
all forms of formal assessment.
Initial therapeutic work focused on achieving a common view of Mr C’s difficulties 
and how they should be addressed in therapy. Mr C conceptualised his difficulties 
pictorially. Using his picture as a discussion point, 'the problem’ was viewed as the 
facade (or the belief in his own specialness) that Mr C hid behind. He admitted striving 
for constant attention in order to maintain the facade. No/negative attention caused the 
facade to burst and this made him angry. At other times his failure to achieve resulted 
in the facade bursting leaving him feeling depressed. Agreed therapeutic goals were: 
for the facade to be removed in therapy and at home; for collaborative relationships to 
be developed in these settings; and, for Mr C to learn to manage his anger at home. 
Cognitive strategies were employed and by the end of therapy the goals were viewed 
as partially achieved. The difficulties in working with clients with personality disorders 
was briefly discussed.
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PLACEMENT 6 - PAEDIATRIC PSYCHOLOGY (specialist)
Supervisor: Dr Claire Tyler
Location: Children’s Outpatient Department, Kingston Hospital,
Kingston, Surrey 
Dates: April 1999 - September 1999
Summary of Experience Gained:
This placement was based within a hospital outpatient department. Six referrals were 
for direct client work. Direct work with individuals included: an adolescent with stress- 
related headaches; and an adolescent with difficulties managing her diabetes. Narrative, 
systemic and behavioural approaches were used to intervene in families where the 
presenting problems included: sleeping problems exacerbated by excema, faddy eating, 
and pseudo seizures. I also supervised a social worker trainee who was working 
behaviourally with a family where the daughter exhibited sleeping problems and 
disturbed behaviour. I was a member of the reflecting team for the weekly family 
therapy session. I co-led a psychosocial group for hospital staff.
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LITERATURE REVIEW
Year I
A cognitive explanation for the persistence of post- 
concussional symptoms
Word count: 4927
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Literature Review
INTRODUCTION
This literature review is written in two parts. The first part reviews the literature 
concerning measurement, sequelae, and recovery of mild-to-moderate head injury. The 
focus in this part is post-concussional symptoms (PCS). These are very common after 
minor head injury but usually resolve after about 3 months; the question of interest is 
why they remain, and even get worse, in a minority of patients. Current models to 
explain the emergence and persistence of these symptoms will be described.
The second part concentrates on the cognitive factors that may operate to maintain and 
exacerbate PCS. Firstly, the role of expectations will be considered by describing and 
evaluating recent research. S econdly, the role of attributions will be considered by 
drawing on the literature of accidents and self-blame. Finally a model will be presented 
that highlights the role these factors could play in maintaining PCS.
HEAD INJURIES AND POST-CONCUSSIONAL SYMPTOMS
Head injuries are extremely common. Epidemiological studies suggest that in Britain 
4,500 individuals per 250,000 of the population rep ort to Accident and Emergency 
having suffered from a head injury (Gualtieri, 1995). Less than 25% of A and E 
attenders are admitted into hospital: of these it is likely that the majority (about 84%) 
have suffered a mild head injury; approximately 11%, a moderate head injury; and 
approximately 5%, a severe head injury (Gualtieri, 1995). According to research by 
Jennett and Frankowski (1990) the main causes of all head injuries in industrialised 
countries are road traffic accidents (accounting for approximately 45%), falls (30%), 
occupational accidents (10%), recreational accidents (10%) and assaults (5%).
Assessing severity of head injury
Severity of head injury can be assessed in various ways. The most common involve 
changes in consciousness (King, 1997), for example: (i) length of 
unconsciousness/duration of coma; (ii) depth of coma (Glasgow Coma Scale scores, 
GCS); or (iii) length of time between injury and regaining continuous memoiy 
functioning, termed "post-traumatic amnesia” (PTA; Russell & Smith, 1961).
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However, PTA is considered by many to be the best measure for assessing severity of 
head injury (e.g. Jennett & Teasdale, 1981).
Jennett and Teasdale (1981) put forward a classification system of severity of head 
injury based on PTA as follows;
Type o f head injury Length o f PTA
veiy mild < 5 minutes
mild 5-60 minutes
moderate 1-24 hours
severe 1-7 days
very severe 1-4 weeks
extremely severe > 4 weeks.
In addition to being a good measure of head injury severity, research has also shown 
that PTA is a reliable predictor of outcome (e.g. Bishara, Partridge, Hamish, Godfrey, 
& Knight, 1992; McMillan, Jongen, & Greenwood, 1996).
Outcome after head injury
The emotional, psychological, and intellectual problems experienced by patients with 
severe head injuries (e g. Levin, Grossman, Rose, & Teasdale, 1979) and the great 
difficulties that these patients encounter in their return to work (e.g. Ruff, Marshall, 
Crouch, Klauber et al, 1993) have been well documented. In this section, the more 
subtle deficits commonly reported following minor head injury will be reviewed,
Post-concussional syndrome (PCS)
Some individuals who suffer from head injuries develop post-concussional syndrome 
(PCS). These are a range of subjectively experienced symptoms including; somatic 
symptoms (headaches, dizziness, fatigue), cognitive symptoms (poor memoiy and 
concentration), and affective symptoms (irritability, emotional lability, depression and 
anxiety) (Jacobson, 1995), Most research has concentrated on PCS in relation to 
mild/moderate head injuries, although PCS have been found in patients who have
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sustained severe head injuries (e. g. McKinlay, Brooks, & Bond, 1983). Of patients 
who have sustained mild-to-moderate head injuries, approximately 50 per cent will 
develop PCS in the first few weeks (Mandel, 1989). For most of these patients their 
symptoms will resolve within the first three months (Alves, Colohan, O’Leary, Rimel, 
& John, 1986, Evans, 1992; Leninger, Gramling, & Farrel, 1990). However, research 
has shown that between 1 and 50 percent of patients continue to experience PCS at 
one year post-injury (Middleboe, Anderson, Birket-Smith, & Friis, 1992; Rutherford, 
Merrett, & McDonald, 1979).
Cognitive Impairments
Neuropsychological tests have been used to measure cognitive deficits after mild-to 
moderate head injury. For example. Levin, Mattis, Ruff et al, (1987) investigated the 
cognitive sequelae of a mild head injury. Fifty-seven patients with minor head injury 
(loss of consciousness less than 20 mins, GCS 13-15; uncomplicated by a 
neuropsychiatrie history, past head injury or history of substance/alcohol abuse) were 
compared to matched controls. At initial testing (within seven days of injury and after 
PTA had resolved), the control subjects outperformed the head-injured patients on all 
cognitive tests (attention, memory, and speed of processing). Yet by one month post­
injury the group differences had disappeared. The authors concluded that "minor head 
injury produces no permanent, disabling neurobehavioural impairment in the great 
m^ority of patients free of pre-existing neuropsychiatrie disorder and substance abuse” 
(Levin et al., 1987, p.234). Research by Newcombe, Rabbitt, and Briggs (1994) 
supports Levin et al.’s (1987) findings that any initial disturbance of attention, 
memory, and information processing recovers by 1-3 months post-injury, even in 
individuals who continue to suffer from PCS.
Psychosocial outcome
Some individuals who have sustained mild-to-raoderate head injuries experience 
disruption in psychosocial fiinctioning, for example reduced work performance, 
relationship difficulties, and reduced leisure involvement (Andrasik & Winzce, 1994), 
Yet, surprisingly, the relationship between psychosocial outcome and other measures
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of outcome (i.e. PCS, and cognitive outcome) is not always significant (Binder, 1986; 
Evans, 1992), while educational levels and socio-economic status are related to 
psychosocial outcome. It seems that the higher the level of education and SES the 
faster the return to work. Some have suggested that this is because high achievers are 
more motivated to return to work (Evans, 1992).
Post-traumatic stress disorder (PTSD)
There are reports of individuals developing significant emotional reactions such as 
post-traumatic stress disorder (PTSD) after mild (Horton, 1993; Middleboe et al., 
1992) and severe (McMillan, 1991; McMillan, 1996) closed head injuries. This is a 
subject of controversy since one of the DSM-IV criteria for PTSD (AP A, 1994) is that 
the patient suffers from re-experiencing symptoms of the traumatic event and it has 
been argued that these cannot occur in head injured patients because the traumatic 
event is not fully recalled (Sbordone, 1992; Sbordone & Liter, 1995). McMillan (1996) 
disputes such an extreme position using evidence of PTSD in 10 individuals who had 
sustained head injuries ranging from minor to severe, as assessed using PTA scores. He 
argues that where a head injury and PTSD co-occur there is a disruption in the 
memory of the traumatic event, yet the 'window’ of experience is sufficiently traumatic 
to result in the development of PTSD symptomatology. This study highlights the 
importance of the emotional circumstances surrounding a head injury in terms of 
recovery.
PTA as a predictor of outcome
Research has also shown that PTA is a reliable predictor of outcome in patients who 
have sustained severe head injuries, for example fimctional outcome (Bishara et al, 
1992), psychosocial outcome (McMillan et al, 1996), and cognitive outcome (Haslam, 
Batchelor, Fearnside, Haslam, Hawkins, & Kenway, 1994; Wilson, Teasdale, Hadley, 
Wiedmann & Lang, 1994; Karzmark, 1992). This has led some to suggest that PTA is 
the current "gold standard” with respect to prediction of outcome after traumatic brain 
injury (McMillan et al, 1996).
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However, PTA has been found to be a less reliable predictor of outcome in patients 
who have sustained mild-to-moderate head injuries. For example, some studies report 
significant relationships between duration of PTA and persistent PCS (e.g.
Minderhoud, Boelens, Huizenga, & Saan, 1980), while other studies have found no 
significant relationships (e.g. Rutherford et al., 1979; Middelboe et a l, 1992). In part, 
these results reflect the difficulties associated with measuring PTA o f short durations 
(Gronwall & Wrightson, 1980) and limitations in the checklists used to measure post- 
concussional symptoms (King, 1997).
Given the variable relationship between severity of head injury (PTA) and persistent 
PCS many researchers have been concerned with investigating how these symptoms 
emerge and how they are maintained. This issue will be considered in more detail in the 
next section.
Models to explain the persistence of PCS
The cause of persisting PCS has been the subject of a great deal of lively debate in the 
literature (e.g. Miller, 1961; Symonds, 1962; Rutherford et al., 1979; Binder, 1986; 
Lishman, 1988; Jacobson, 1995). In this section some of the current models used to 
explain the persistence of PCS will be outlined.
Accident neurosis and malingering
One popular explanation for the persistence of post-concussional symptoms is 
compensation seeking. This view was forcefully supported by Miller (1961) who used 
the term 'accident neurosis’ to describe PCS. Miller’s evidence was that 49 out of the 
50 litigants that he examined were symptom-free and working when followed up 2 
years after their compensation claim had been settled.
Miller’s viewpoint has been highly influential in contemporary courtrooms despite 
being disputed at the time by Symonds (1962). However, recent evidence reviewed by 
Mendelson (1995) suggests that in the majority of cases claimants do not become 
symptom-free and return to work after the conclusion of their compensation case (e.g.
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Evans, 1992). Furthermore, a study by Binder, Trimble, and McNiel (1991) found that 
when patients did improve after their cases had been to court, this seemed to be related 
to factors such as reduced stress because they did not have to go to court rather than 
issues to do with money. This study suggests that the anxiety involved in going to 
court to claim compensation may maintain PCS, rather than individuals claiming to 
have PCS in order to receive compensation (Binder, 1986).
The evidence cited above does not support Miller’s (1961) view that all patients 
suffering fi'om PCS are suffering from accident neurosis. However, malingering, or the 
intentional production of false or grossly exaggerated symptoms, is definitely an issue 
in a subset of patients. The challenge, then, is to develop interviews and test batteries 
(e.g. Rogers, Harrell, & Liff, 1993 ; Leng & Parkin, 1995) that will successfully screen 
out those who are falsely claiming to have symptoms.
Lishman’s formulation
Lishman’s (1988) review of the literature came to the conclusion that both organic and 
psychogenic fectors were relevant in PCS after mild-to-moderate head injuries. 
Lishman proposed that organic factors contributed mainly to the emergence of PCS. 
These symptoms would be expected to resolve by themselves in a matter of weeks or 
months unless maintained by psychological factors.
According to Jacobson (1995) the more recent research does not wholly support 
Lishraan’s formulation and this has led to the development of a multifactorial model. 
The key studies that led Jacobson to revise Lishman’s original formulation shall be 
briefly outlined, before Jacobson’s model is described.
The most commonly cited evidence in favour of an organic cause to PCS is 
neuropsychological test results (e.g. Binder, 1986). However, research has 
demonstrated that initial decrements in attention, memory, or information-processing 
usually resolve by 1-3 months post injury even when post-concussional symptoms
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persist (Levin et al., 1987; Newcombe et al., 1994). These results have led researchers 
to conclude that persistence of PCS must be psychologically maintained. Furthermore 
correlations between organic indices (e.g. neuropsychological, EEG, BAEP, MRI scan) 
and persistent PCS are generally low (Lishman, 1988): Finally, Van Zomeren and Van 
den Burg (1985) looked at the residual complaints of patients who had suffered severe 
head injuries several years previously. Two classes of complaint were identified: (1) 
cognitive deficits which were related to severity of head injury, and (2) post- 
concussional symptoms which were unrelated to severity of head injury but strongly 
associated with anxiety. They concluded that PCS may result fi'om the effort patients put 
into compensating for their neuropsychological deficits,
The factors causing the emergence and persistence of post-concussional symptoms were 
investigated in a series of three studies fi'om Belfast (Montgomery, Fenton, McClelland, 
MacFlynn & Rutherford, 1991; Fenton, McClelland, Montgomery, MacFlynn & 
Rutherford, 1993; McClelland, Fenton, & Rutherford, 1994). The authors studied 
consecutively admitted patients with mild head injury (PTA under 12 hours) who 
conformed to the usual rigorous inclusion criteria. Patients received a range of clinical, 
social and laboratory investigations during recovery and at 6 weeks and 6 months post­
injury. The results showed that the emergence of post-concussional symptoms was 
related to both physiological factors (i.e. abnormal brainstem auditory evoked potentials 
- abnormal BAEPs) and psychosocial factors (chronic social adversity, female gender 
and older age). However, the course of PCS symptoms seemed to follow one of three 
patterns:
• Acute - 52% of patients showed some recovery in PCS symptoms at 6 weeks and 
complete recovery at 6 months. In this group, 54% of patients had abnormal BAEPs 
initially and this reduced to 6% at 6 weeks.
• Chronic - 16% of patients had persisting PCS symptoms at 6 months. In this group 
all patients had abnormal BAEPs initially and at 6 weeks.
• Symptom exacerbation - for 33% of the patients their symptoms exacerbated over 
the 6 months. In this group, 12% showed abnormal BAEPs at 0 weeks and 0% at 6 
weeks.
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The authors speculated that the acute group had transient organic damage with 
recovery; the chronic group, unremitting brain stem dysfunction; while in the symptom 
exacerbation group, symptom formation did not relate to organic damage suggesting 
that psychological factors played an important role in this group. In contrast to 
Lishman’s (1988) theory, these results suggest that psychological factors (social 
adversity, female gender, and older age) can contribute to the emergence of PCS, and 
organic factors (brainstem dysfunction) to their persistence (Jacobson, 1995).
Jacobson’s multfactorial model
Jacobson’s (1995) multifactorial model is similar to the current models of chronic pain 
(Turk & Rudy, 1992). He proposes that organic factors interact with psychological 
factors, such as attention, anxiety, prior learning history, the meaning of the situation, 
blame and environmental responses. Therefore, organic factors and to some extent 
psychological factors precipitate the initial report of post-concussional symptoms, 
while psychological, social, behavioural and to some extent organic factors maintain 
and exacerbate PCS over time.
THE ROLE OF COGNITIVE FACTORS
Many researchers have speculated that psychological fectors, and by implication 
cognitions, play a role in maintaining PCS (Lishman, 1988; Jacobson, 1995), However, 
very little research has looked directly at which cognitive experiences may influence 
PCS and how they do this. This part of the review will consider the role of two 
cognitive factors: expectations and attributions. Finally, a model will be suggested 
that incorporates both factors.
Expectations
JVGttenberg, DiGuilio, Perrin, and Bass (1992) carried out a study to investigate the 
role of expectations in maintaining PCS, An affective, somatic, and memoiy checklist 
of symptoms was administered to a control group (who had no personal experience or 
knowledge of head injury) and a comparison group (who had suffered a head injury
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resulting in PCS complaints or suspected complications). In the instructions the control 
group were asked to indicate which symptoms they currently experience, then they were 
asked to imagine which symptoms they would expect to experience after sustaining a 
head injury. The comparison group were asked to report the symptoms that they 
experienced prior to their head injury and those experienced since their head injury.
The relative incidence of post-concussional symptoms reported by head injured patients 
did not differ significantly fi’om those anticipated by uninjured controls for 22 out of the 
30 symptoms. The authors concluded that control subjects imagined concussion to 
produce symptoms ‘Virtually identical” to the symptoms reported by patients who had 
experienced a head injury. However, patients with head injuries significantly 
underestimated the normal prevalence of 21 out of 30 specific symptoms in their 
retrospective accounts compared with the base rate reported by the control group. The 
authors suggest that patients may reattribute benign emotional, physiological and 
memory symptoms to their head injury. Some support for this conclusion comes Jfrojn 
studies which have found that PCS symptoms occur frequently in the normal population, 
and at a rate that appears similar to their frequency of occurrence following head injury 
(McLean, Temkin, Dikmen, & Wyler, 1983; Gouvier, Uddo-Crane, & Brown, 1988).
Mittenberg et al. (1992) developed a cognitive-behavioural formulation of PCS to 
explain their results. The model suggests that the head injury triggers the expectation of 
symptoms. Thereafter, normal variations in bodily function, appearance and sensatiops 
are noticed more readily than before and misinterpreted as evidence of brain injury, 
while physiological arousal may also be misinterpreted as evidence of injury. Both 
selective attention and anxiety increase the subjective intensity and frequency of 
symptoms eliciting further anxiety. The self-reinforcing nature of this cycle accounts for 
the persistence of the syndrome in the absence of impairment on formal 
neuropsychological examinations.
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However, Mittenberg et al.’s (1992) study can be criticised on three counts. Firstly, 
their comparison group consisted of patients suffering from persistent PCS rather than 
a random sample of patients who had sustained head injuries. This is not a 
representative sample of head injured patients and could have given a biased picture. 
Secondly, subjects were only asked to estimate frequency of symptoms - intensity of 
symptoms was not considered. Thirdly, the head injured group were tested 1.7 years 
post-injury and this time lag may itself account for why subjects underestimated their 
premorbid levels of PCS symptoms. An interesting question not addressed by 
Mittenberg et al.’s (1992) study is the differences between patients who do not 
develop any symptoms following a head injury (50% according to Mandel, 1989), 
those whose symptoms resolve, and those whose symptoms persist. Mittenberg’s et 
al.’s study would lead us to hypothesise that; patients who failed to develop symptoms 
would accurately report their premorbid symptomatology, and thus not engage in the 
process of misinterpreting benign symptoms to brain injury; those whose symptoms 
resolved would temporarily underestimate their premorbid symptoms; while those 
whose symptoms persisted would continue to underestimate their premorbid 
symptoms. This hypothesis could be investigated by testing a random sample of 
patients who had sustained mild head injuries at 1-month, 3-months, and 6-months 
post-injury. This design would need to include checks for organic signs such as 
abnormal B AEPs (Belfast studies) and measures of severity of head injury (PTA scores 
or GCS scores) to ensure that these fectors do not mediate any group differences.
On the basis of Mittenberg et al.’s (1992) model of persistent PCS Mittenberg, 
Tremont, Zielinski, Fichera, and Rayls (1996) hypothesised that a structured cognitive- 
behavioural procedure should prevent persistent PCS. They tested this hypothesis by 
randomly assigning patients who had sustained mild head injuries (GCS scores of 13- 
15 at the time of admission and no measurable PTA on the GOAT) to a treatment and 
a control group. Groups did not differ in terms of age, GCS scores, litigation status, 
gender, or initial number of PCS symptoms. The treatment group received a manual 
about head injuiy (Mittenberg, Zielinski, & Fichera, 1993) and met with a therapist for 
one hour prior to hospital discharge to discuss the model of PCS maintenance and
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treatment. The control group received routine hospital treatment and discharge 
instructions. At 6-months follow-up an interviewer, blind to group assignment, 
obtained outcome data using a structured symptom checklist (Ferguson & Mittenberg, 
1995). Treated patients reported significantly shorter average symptom duration and 
significantly fewer of the 12 symptoms at follow up. Subjects were also asked how 
often each symptom had occurred in the previous week, and how severe the symptom 
typically was. The treatment group experienced significantly fewer symptomatic days 
and lower mean severity levels. The authors concluded that brief, early psychological 
intervention can reduce the incidence of PCS.
One possible limitation to this study, which has been highlighted by the authors, is that 
the frequency of initial symptoms was reported retrospectively which increases their 
unreliability. The authors counter this criticism by arguing that groups were matched 
for severity of head injury, mechanism of head injury, age and gender, so “no 
systematic cause for initial differences in PCS symptoms was present”. Yet correlations 
between severity of head injury and PCS are known to be low or non-significant (see 
the section entitled PTA as a measure of outcome’). In addition, this study did not 
incorporate a control group for non-specific therapeutic factors. Thus, it is not clear 
whether the results were due to the specific cognitive-behavioural techniques taught by 
the therapist or to non-specific factors such as therapist contact. In conclusion, 
Mittenberg et al.’s (1992) model is a good preliminary explanation for the persistence 
of PCS but it needs fiirther testing using controlled studies with adequate comparison 
groups.
Attributioiis
In the previous section the role of expectations was considered with regard to 
persistence of PCS. This section will look at the role of attributions in terms of 
adjustment to injury. Studies examining attributions about the origins of the injury will 
be reviewed, and the association between attributions and adjustment will be examined. 
Finally, the role of attributions in maintaining PCS will be considered.
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Attributions and adjustment to Injury
According to attribution theory, after a sudden threat or change in the environment, 
people search for reasons to explain that threat or change, in order to understand, 
predict and control the threat (Kelley, 1967; Wong & Wiener, 1981) and their own 
reactions. This phenomenon seems to be very common in the face of illness and injury. 
By attributing causality to factors under one’s control, one can then cope with the 
current phy sical and emotional sequelea of illness and injury as well as threats in the 
ftiture. Research that has looked at the relationship between self-blame (internal 
attributions) and adjustment to injury will be reviewed.
An influential study by Bulman and Wortman (1977) looked at the association between 
attributions and ability to cope following accidental injury. Quadriplegic and paraplegic 
victims of accidents were asked questions designed to measure self-blame, and ability 
to cope was measured using therapist ratings. The results showed that patients rated as 
coping best were those who tended to blame themselves for the accident (r ~ ,65), The 
authors reasoned that self-blame represented taking personal responsibility for the 
accident and hence indicated regaining a sense of personal control. The results also 
revealed that victims who blamed another person for their accident tended to have 
problems coping. They concluded that blame of another person may be tied to 
unresolved anger and distress. However, this study has been criticised because the 
measure of self-blame confounded blaming self and blaming others, such that it was 
impossible to determine whether poor coping was associated with blaming other 
people or with failing to blame oneself (Brewin, 1984).
A more recent study by Brewin (1984) looked at the relationship between two 
dimensions o f blame: causal responsibility and culpability (moral evaluation of 
'deservingness of blame’), and rehabilitation outcome in victims of industrial accidents. 
Blame dimensions were measured by asking subjects to rate how much they agreed or 
disagreed with items such as: for causal responsibility, “My actions contributed to 
causing the accident” and “My actions had no effect on what happened”; and for 
culpability, “My actions were justified in my view” and “My actions were negligent by
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ray standards”. Outcome measures were a measure of recovery rate and measures of 
psychological disturbance following return to work. The results showed that causal 
responsibility was unrelated to recovery rate but significantly related to psychological 
functioning, in that the more causal responsibility subjects felt the less tense and 
anxious they were (r=-.31) and the more alert and active they were (r^.25) after 
returning to work. In terms of culpability, the results showed that a belief in one’s own 
culpability was associated with a faster recovery rate/return to work (r -  -.40) . Brewin 
interpreted this finding as the effect of guilt on attempts to make restitution. Finally, 
Brewin found that when there were fairly clear-cut environmental precipitating factors 
for accidents, victims felt less causally responsible and subsequently had poorer 
outcomes. These results suggest that it is 'not blaming yourself rather than 'blaming 
others’ that leads to poorer outcome.
Bulman and Wortman’s (1977) study suggest that attributing the cause of one’s injuiy 
to 'others’ predicts poor adjustment. Although Brewin (1984) found that it was 'not 
blaming yourself rather than 'blaming others’ that predicted poor outcome. In terms 
of attributing the cause of one’s injury to 'self, the evidence suggests that victims who 
blamed themselves for their injuiy evidence better adjustment (Bulman & Wortman, 
1977; Brewin, 1984).
Attributions and persisting PCS
Rutherford (1989) looked at the role of self-blame in relation to persistent PCS. This 
study found that individuals who attributed their injuries to the fault of an employer or 
to some large, impersonal organisation were twice as likely to report persistent 
symptoms than those who blamed themselves or who attributed their injury to an “act 
of God”. Indeed attribution theory may explain, in part, why individuals involved in 
litigation experience more persistent post-concussional symptoms than those who are 
not involved in litigation (see the section entitled 'accident neurosis and malingering’). 
Patients involved in litigation are more likely to make an external attribution for the 
cause of their injury. As a result, they are likely to experience poorer adjustment to 
their injury (an increase in PCS), and this would also explain why their symptoms fail 
to resolve after their case has been settled in court (Evans, 1992).
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The above discussion has concentrated on the way people attribute causes of events 
along the internal-external dimension and how this relates to adjustment. However, 
Abramson, Seligman, and Teasdale (1978) suggest that when faced with an 
uncontrollable event (e.g. an accident), people attribute causes along three 
dimensions:
• Internal-external, whether the event results from their own personal inability to 
control outcomes or whether it is due to external causes that are beyond anyone’s 
control e.g. chance.
* Stable-unstaWe, whether the situation results from a cause that is long-lasting 
(stable) or temporary (unstable).
•  Global-specific, whether the event results from factors which are global and have 
wide ranging effects or specific and narrow effects.
Peterson and Seligman (1984) argue that people habitually, but cognitively, choose 
certain causal explanations for good and bad events. They refer to this as attributional 
style. They further argue that maladaptive attributional style, namely, attributing bad 
events to internal, stable and global causes, and attributing good events to external, 
unstable, and specific causes, is associated with poor physical health (Peterson & 
Seligman, 1987) and psychological problems such as depression (Sweeney, Anderson, 
& Bailey, 1986).
Therefore when examining self-blame (internal attributions) versus blaming others 
(external attributions) we also need to consider the stable-unstable and global-specific 
dimensions. Consistent with this, Bulman (Bulman & Wortman, 1977; Janoff-Bulman, 
1979) suggests that self-blame encompasses two very different sets of attributions.
# Behavioural self-blame - is the attribution of undesirable events to one’s own 
(modifiable) behaviour, which may lead to the perception of personal control in 
order to avoid future negative outcomes (an internal, unstable, and specific 
attribution).
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•  Characterological self-blame involves making attributions to stable aspects of the 
self; negative events are seen as a result of personal deficiencies (an internal, stable, 
and global attribution).
So characterological self-blame where someone blames himselfiherself but still does not 
think that they have control to change what happened to them may predict poor 
outcome in the same way as blaming others (making external attributions).
This section has concentrated on the way victims attribute a cause to their injury, so in 
the case of head injured patients the attributions they make as to the cause o f their 
accident. However, head injured patients may also attribute a cause to their post- 
concussional symptoms. If  they attribute PCS to the brain injury that they sustained 
(external) and if they see the injury as being permanent (stable) and having wide 
reaching effects (global) then they may feel helpless and depressed. Such attributions are 
likely to have an effect on their behaviour, leading to reduced effort and activity, 
increased psychological distress and a continued focusing on symptoms. On the other 
hand individuals who attribute PCS to the stress they have felt since the accident 
(internal) and who feel that their symptoms improve when they distract themselves or 
keep themselves busy (unstable) are likely to feel a sense of control over their 
symptoms. This is similar to the model suggested by Turk, Meichenbaum, and Genest 
(1983) to explain the maintenance of pain symptoms in chronic pain patients.
CONCLUSION
Post-concussional symptoms are very common after mild-to-moderate head injury and 
usually resolve after 3 months. However, for a significant number their symptoms 
remain and even get worse. Current models suggest that persisting symptoms usually 
have a non-organic cause that is related to psychological factors. Two factors have been 
considered in this literature review: expectations and attributions. It is thought that both 
may contribute to the emergence and persistence of PCS (see Figure 1 for a 
diagrammatic representation). For example, a head injury may trigger expectations of 
PCS. This will lead to a greater awareness of normal bodily changes which may be 
misinterpreted as evidence of ongoing brain damage. This in turn will lead to an
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increase in anxiety (physiological arousal) which will be further interpreted as evidence 
of injury. In addition, beliefs (attributions) that they cannot exert any control over their 
symptoms and that their symptoms are permanent and have wide reaching 
consequences are likely to lead to feelings of depression and helplessness. Similarly, 
beliefs that the accident was caused by someone else’s negligence may lead to feelings 
of anger and irritability. This cycle will maintain symptoms due to continued focusing 
on the body. And their negative attributions may reinforce their experience of 
demoralisation, inactivity, and overreaction to bodily sensations.
Figure 1: A cognitive explanation for the persistence of PCS
Trigger
(head injury)
^  Expectations of PCS
Demoralisation, inactivity 
overreaction to bodily
A
Depression and helplessness CYCLE
External, stable and global 
attributions
Further interpretation of 
body sensations as evidence 
of brain injury
Increased focus 
on body
Interpretation o f body 
sensations as evidence 
of brain injury
/
Increase in anxiety
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ABSTRACT
Research suggests that a proportion of patients who undergo cardiac bypass surgery 
develop cognitive deficits, as measured by neuropsychological change data and S I00 
protein release scores. The present study investigated the clinical relevance of 
neuropsychological change scores and SI00 scores as measures of cognitive disability 
and handicap in day to day life. Kilminster, Treasure, McMillan, and Holt’s (in pre^s) 
patients were followed-up one year after cardiac surgery and were interviewed 
regarding: current difficulties in cognitive functioning; and observed changes, in 
cognitive functioning since surgery. Relationships between subjective reports of 
cognitive changes and actual changes in cognitive functioning (as measured by 
Kilminster et al., in press) were examined. The results showed that patients’ reports of 
cognitive change did not correspond to brain injury indices (SI00 scores and 
neuropsychological change scores). Various explanations for these results were 
discussed.
INTRODUCTION
Cardiac bypass surgery is now a common and successful surgical procedure for treatipg 
patients with significant coronary artery disease (Mahanna, Blumenthal, White, 
Croughwell, Clancy, Smith, & Newman, 1996). Despite its success in relieving angipa, 
this procedure can lead to cognitive dysfiinction (Stump, Rogers, & Hammon, 1996). 
Cognitive dysfiinction has traditionally been assessed by examining changes in 
neuropsychological test scores following surgery (Stump et al., 1996). According to 
comprehensive studies, the incidence of cognitive decline following cardiac bypass 
surgery ranges between 35 and 65% (Hammeke & Hastings, 1988; Newman, Klinger, 
Venn, Smith, Harrison & Treasure, 1987; Shaw, Bates, Cartlidge, French, Heavisicfe, 
Julian, & Shaw, 1986).
However, there are difficulties associated with using neuropsychological testdatarto 
measure cerebral complications, namely: the tests are time consuming to administer; they 
are expensive to administer, requiring a trained psychologist; their userialimitedrto 
elective, stable patients who can co-operate with the testing process before and
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after the operation; and the results can be affected by learning/practice effects (Frank, 
Heller, Kornfield, & Malm, 1972), mood states, and medication.
In view of these difficulties, some researchers have looked towards using biochemical 
markers, as alternative measures of cognitive outcome after cardiac surgery 
(Johnsson, 1996). One potential marker of brain cell injury is SlOO protein release 
(Westaby, Johnsson, Parry, Blomqvist, Solem, Ailing, Pillai, Taggart, Grebenik, & 
Stahl, 1996). SlOO is a protein which is believed to be released from the cerebro­
spinal fluid into the blood following cerebral injury; thus sampling the level of SlOO 
protein in the blood could provide a measure of the incidence and severity of brain 
injury after cardiac surgery (Westaby et al., 1996). Westaby et al. (1996) measured 
SlOO levels in the blood of: patients undergoing routine cardiac bypass surgery; and 
patients undergoing cardiac surgery which did not involve a bypass. In bypass 
patients, they found a significant correlation between bypass time and SlOO protein 
release, such that an increase in one led to an increase in the other. For non-bypass 
patients, SlOO was only fractionally elevated. The authors concluded that SlOO 
protein is released into the blood during bypass operations and may reflect cerebral 
injury. Unfortunately, this study did not directly examine the link between SlOO and 
cerebral injury, by administering neuropsychological tests.
Kilminster et al., (in press) attempted to examine this question. They administered a 
battery of neuropsychological tests and questionnaires to one hundred and thirty 
patients scheduled for cardiopulmonary bypass surgery. In addition, SlOO levels were 
measured before surgery and up to 4.5 hours after going onto bypass. The results 
showed that SlOO protein release correlated with age, bypass time, and 
neuropsychological change scores. The results suggested that greater SlOO protein 
release was associated with greater age, longer bypass times, and deteriorations in 
neuropsychological test scores. Kilminster et al. concluded that SlOO protein release 
could be a useful marker as a surrogate for brain injury in future studies. However, 
there are two reasons to be cautious about these results. Firstly, the amount of 
variance in SlOO scores accounted for by the neuropsychological test scores was quite 
low, only 23%. Secondly, there is no evidence that high protein release, or
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neuropsychological change scores, are associated with any measurable 
neuropsychological disability or handicap in day to day life.
The clinical relevance of the cognitive deficits identified in cardiac patients following 
surgery is an important issue yet it is rarely considered in the literature. One study 
investigated this question by interviewing patients about their ability to function 
cognitively during daily life and relating this information to actual cognitive ability, 
as assessed by neuropsychological tests (Newman, Klinger, Venn, Smith, Harrison, & 
Treasure, 1989). This study found little agreement between subjective and objective 
measures of cognitive functioning. Instead, self-ratings of cognitive problems were 
more closely associated with depression than with neuropsychological change scores. 
These results could be interpreted as evidence that changes in neuropsychological 
scores are poorly associated with measurable neuropsychological disability and thus 
lack clinical relevance. Alternatively, the results could demonstrate that people have 
difficulty accurately reporting changes in their own cognitive performance, perhaps 
due to lack of insight or problems remembering (Kapur & Pearson, 1983). No 
research to date has evaluated whether SlOO protein release scores constitute better 
measures of handicap in day-to-day life than neuropsychological change scores.
The present study was designed to answer this question by extending the work carried 
out by Kilminster et al. (in press). Its aim was to investigate the relationship between 
brain injury indices (SlOO scores and neuropsychological change data) and patient 
reports of cognitive change following cardiac surgery. If brain injury indices are 
clinically relevant, then one would expect to find significant relationships between 
subjective reports of cognitive change and brain injury indices. That is, patients 
reporting deteriorations in cognitive fimctioning should have higher SlOO protein 
release scores and negative neuropsychological change scores compared to patients 
reporting unaltered or improved cognitive functioning. Furthermore, this design could 
investigate the relative efficacy of neuropsychological change scores and SlOO scores 
as brain injury indices.
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In the present study patients were asked about perceived changes in cognitive 
functioning at 12-months post-surgery. A stronger design would have been the case 
where patients were asked to rate their cognitive performance pre- and post-surgery in 
order to calculate changes in cognitive functioning. Unfortunately, this design was not 
possible in the present study because patients had not been asked to rate the perceived 
quality of their cognitive fimctioning pre-surgery. Despite this weakness, the current 
study was viewed as important and timely, given the lack of information concerning the 
clinical relevance of the commonly found post-surgery cognitive impairments. The 
survey technique selected for the current study was telephone interviews. The advantage 
of telephone interviews, over other survey techniques, is that it tends to result ip a 
higher response rate, although, it does mean that questionnaires such as the Cognitive 
Failures Questionnaire cannot be administered. Patients were asked questions 
concerning perceived changes in their cognitive, emotional, and physical functioning 
since cardiac surgery in order to disguise the main question of interest.
The first hypothesis was that SlOO scores would be significantly correlated with 
patients’ reports of cognitive change. The second hypothesis was that 
neuropsychological change data would be significantly correlated with patients’ reports 
of cognitive change. The null hypotheses were that neither SlOO scores nor 
neuropsychological change data would correlate significantly with patients’ reports of 
cognitive change.
METHOD 
Design
Patients were interviewed and asked questions concerning: (1) any current difficulties in 
cognitive, emotional, and physical functioning; and (2) any changes in cognitive, 
emotional, and physical functioning following cardiac bypass surgery. Patienfs’ 
responses to these questions were compared to data from the existing data set, in order 
to examine the relationship between patients’ reports of cognitive change and objective 
measures of change (SlOO protein release scores and neuropsychological change data).
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The design of this study was longitudinal, since objective measures of cognitive and 
emotional change were collected approximately 12 months before the patients were 
interviewed.
Participants
The one hundred and fourteen patients who had undergone cardiopulmonary bypass 
surgery and who had taken part in the Kilminster et al. (in press) study were initially 
contacted. One hundred patients agreed to participate in the study. The sample 
consisted of 85 males and 15 females. The mean age of the male group was 63.9 
(SD=8.45) with a range of between 35 and 78, and the mean age of the female group 
was 63.5 (SD=7.49) with a range of between 53 and 76. Fourteen patients did not take 
part in the study because; they were uncontactable (5), they had died (6), or they did 
not wish to participate (3).
Procedure
All patients who took part in the Kilminster et al. (in press) study received a letter 
asking if they would consent to a follow-up telephone interview looking at the 
outcome of cardiopulmonary bypass surgery (see Appendix 1). The one hundred 
patients who consented were asked whether they had any current difficulties in 
cognitive (memory and attention), emotional (anxiety and depression), or physical 
(ability to walk and to climb stairs) functioning. Difficulties in functioning were 
assessed on a 2-point scale (1 = yes, 2 = no).
Patients were also asked if they had noticed any changes in their cognitive, 
emotional, or physical functioning since cardiac surgery. Change was measured on a 
5-point scale (1 = much better than before surgery, 2 = better than before surgery, 3 = 
the same as before surgery, 4 = worse than before surgery, 5 = much worse than 
before surgery) (see Appendix 2 for a copy of the interview schedule).
The patients were interviewed approximately 1 year after their cardiac operation 
(median range:7 months to 19 months).
112
Small Scale Research
All patients had previously been assessed by Kilminster et al. (in press) prior to 
surgery and 8 weeks post-surgery on a battery of neuropsychological tests and 
questionnaires. The neuropsychological tests and questionnaires used by Kilminster et 
al. (in press) are listed below.
1. The Rey Auditory Verbal Learning Test (AVLT) assesses verbal memory.
2. The Digit Symbol Substitution Test (DSST), subtest of the Wechsler Adult 
Intelligence Scale - revised (WAIS-R), requires rapid visual-motor responses as 
well as sustained attention. The measure retained was the number of correct 
responses made in the time limit.
3. The Trail Making Test (TMT Part A) assesses speed for visual search, attention, 
and mental flexibility. The time to complete part A was the measure retained.
4. The Speed and Capacity of Language Processing (SCOLP). The number of items 
completed correctly in the time limit was the measure retained.
5. The Critical Flicker Fusion Test (CFF) is a measure of arousal. The measure 
retained was the mean of the ascending and descending thresholds.
6. The Cognitive Failures Questionnaire (CFQ) is a self-rating scale designed to 
evaluate type and frequency of cognitive errors.
7. The General Health Questionnaire 28 (GHQ) is used to screen for the presence of 
psychiatric distress. GHT total was the measure retained.
8. The Hospital Anxiety and Depression Scale (HADS) is a self-rating scale 
designed to evaluate the experience and symptoms of the depression and anxiety. 
Measures of anxiety and depression were retained.
Three SlOO protein release measures were also available for each patient: cmax which 
represents the maximum protein concentration in the blood at any one point in time; 
the area under the curve (auc) which is an estimate of the total protein released; and 
its logarithm (log auc). See Kilminster et al, in press, for details concerning the SlOO 
procedure.
The interviewer was blind to the neuropsychological and SlOO data.
RESULTS
The percentage of patients reporting that they had noticed changes in terms of their 
cognitive, emotional, and physical functioning since surgery are illustrated in Table 1. 
Table 1 shows that very few patients reported improvements in cognitive functioning 
(6%, 3%, 3%, and 2% respectively for the four cognitive questions), the majority 
reporting no change or deteriorations. In terms of emotional problems, the majority of 
patients reported that this was unaltered since surgery, with approximately equal
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numbers reporting improvements or deteriorations. With respect to physical 
functioning, the majority of patients reported that their physical functioning had 
improved or was unaltered following surgery; very few patients’ reported 
deteriorations in physical fimctioning following surgery (9%, 6%, 10%, and 6% 
respectively on the four physical questions).
Table 1:
The percentage of patients reporting changes in functioning since surgery
much
better
better same worse much
worse
COGNITIVE Remembering where put 
things
0 6 64 28 2
Remembering names 0 3 64 30 3
Concentrating/ attention 0 3 77 17 3
Learning new skills 0 2 90 8 0
EMOTIONAL Depression 7 15 63 12 3
Anxiety 5 16 69 10 0
T ension/irritability 1 15 67 17 0
PHYSICAL Walking 27 33 31 7 2
Climbing 27 26 41 4 2
Domestic activities 17 30 42 9 1
Leisure activities 23 26 45 6 0
These data were examined in order to investigate whether patients’ reports of 
cognitive change reflected actual changes according to objective measures of brain 
injury (SlOO scores and neuropsychological/questionnaire change scores). The three 
SlOO scores (auc, logauc, and cmax) were selected for these analyses along with 
seven neuropsychological change scores and four questionnaire change scores. The 
seven neuropsychological measures selected were those that Kilminster et al. (in 
press) had shown to change significantly following cardiac surgery: four measures 
taken from the Rey memory test (R2, the proactive interference memory score B, and 
the derived scores B/Rl and B/(R1 + R2)), Trails A, DSST, and SCOLP. The four 
questionnaire measures selected were again those that Kilminster et al. (in press) had 
shown to change significantly following cardiac surgery: CFQ, HADS-anxiety, 
HADS-depression, and GHQ-total.
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Correlations: Spearman’s rank correlations between the four self-report measures
and the measures of actual change in cognitive and emotional functioning produced
three significant results (see Table 2).
Table 2:
Correlations between self-reported changes in cognitive functioning and
actual changes in cognitive and emotional functioning
Self-reported changes in cognitive functioning
Remembering Remembering Attention Learning
where put names new skills
SlOO scores
auc -.064 .011 .109 .099
logauc -.064 -.004 .108 .112
cmax -.078 .011 .139 .099
Neuropsychological change scores
R2 .078 -.006 -.093 -.057
B -.062 -.011 -.079 -.056
B/RI -.116 -.042 -.120 -.177
B/(R1+R2) -.161 -.064 -.122 -.152
Trails A .003 .078 .013 -.008
DSST .081 .178 -.122 -.071
SCOLP -.231* -.016 -.106 -.200
Questionnaire change scores
GHQ-total .141 .022 .120 .232*
HADS-anxiety .074 .006 .099 -.083
HADS-depression .078 .018 .050 .207*
CFQ .002 -.016 .035 .108
* = P < 0.05
The direction of the first correlation was consistent with self-reported deterioration in 
cognitive functioning and actual deterioration in cognitive functioning. The direction 
of the other correlations was consistent with self-reported deterioration in cognitive
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functioning and increased depression. These correlations were no longer significant after 
a Bonferroni correction formultipkrtesting.
Dichotomised variables: A further method of analysing the data was by dichotomising 
the neuropsychological changerscores^and the RlfifTscores: Poor neuropsychological 
change scores were defined as those in the lowest 15% of ranked scores and poor SlOO 
scores were defined as those in the highest" 15% of rankectscores. Poor scoresiwere 
dummy coded 1 and all other scores were coded 2. The data were analysed to examine 
whether patients with poor scores differed from the others on any of the four self-report 
measures. One significant result was produced demonstrating that patients with high 
cmax scores differed from those with low cmax scores according to their self-reportpd 
changes in concentration/attention (t = 2.26; p = .037). Patients with high cmax scores 
were more likely to report deteriorations in attention than patients with low cnt^x 
scores. This result was no longer significant after a Bonferroni correction for multiple 
testing.
DISCUSSION
This study examined whether patients’ reports o f cognitive change correspond t a  brajn 
injury indices (SlOO scores and neuropsychological change scores).
Correlational analyses were performed:in order to investigate the relatkmshiprbetw^n 
patients’ reports of cognitive change following cardiac surgery and brain injury indices 
(SlOO scores and neuropsychologicafchangoscores): Out^ofthe dAcorrelatiQns 
computed none remained significant after Bonferroni correction for multiple testing.
The data were further analysed by dichotomising the brahr injury indices: Agam; l]he 
results were not significant after Bonferroni correction for multiple testing.
Therefore, these analyses suggestra:lack o f relationship between seffreporf measures pf 
cognitive change and measures of actual cognitive change. These results are open to a 
number of interpretations and theseWll bn discussed in turn below.
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Firstly, the cognitive changes identified by the neuropsychological change data at 
eight weeks post-surgery may have been transient, and thus not evident at 12 months 
post-surgery when the patients were interviewed. Indeed Vingerhoets, van Nooten, 
Vermassen, de Soete, and Jannes (1997) showed that the percentage of patients with 
cognitive impairments reduced from 45%, at 7 days post-surgery, to 12%, at 6 months 
post surgery, lending support to the hypothesis that for many patients the cognitive 
impairments evidenced soon after surgery are transient. Furthermore, Murkin, 
Newman, Stump and Blumenthal (1995) caution researchers to perform post­
operative assessments when cognitive performance is more stable, this they advise 
should be at least 3 months post-operation. This hypothesis could explain why the 
neuropsychological change data failed to relate to patients’ reports of change, since 
the neuropsychological test battery was not re-administered at 12-months post-surgery 
when the interview data were collected. However, this hypothesis does not explain 
why the SlOO scores failed to discriminate between patients’ reports of change, since 
these scores are thought to be biological markers of brain injury (Westaby et al.,
1996). Unless SlOO scores in the Kilminster et al. (in press) study reflected mild, 
transient changes in cerebral functioning or are poor markers of brain injury.
Secondly, patients may have noticed changes in their cognitive functioning but may 
be unsure about attributing these changes to the operation. This explanation seems 
intuitively correct, because many patients reported noticing changes in their cognitive 
functioning, but attributed these to age or to retirement rather than to cardiac surgery. 
However, this explanation cannot explain why 20-33% of patients reported noticing 
deteriorations in their cognitive functioning that did not correspond to actual cognitive 
changes.
A third interpretation is that memory impairments may have confounded the data such 
that memory impaired patients’ may be unable to remember their cognitive 
functioning prior to surgery in order to accurately identify any changes. This 
possibility could be accounted for by asking a close relative to identify changes in the 
patients’ cognitive functioning, although this could introduce additional biases.
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Fourthly, the reporting of cognitive changes may reflect personality rather than actual 
cognitive change. This would support research by Heaton, Chelune, and Lehman 
(1978) who tested a sample of 598 patients, referred for clinical evaluations, and 
found that patients’ self-ratings of cognitive difficulties (e.g. memory, language, 
communication, and sensory-motor fimctioning) were related to their Minnesota 
multiphasic personality inventory test scores rather than to their neuropsychological 
test results. Unfortunately, this hypothesis cannot be tested because personality 
inventories were not included in the test battery.
The reporting of cognitive changes may reflect mood rather than actual cognitive 
change. This would be consistent with research by Newman et al. (1989) which 
suggests that self-reported changes in cognitive fimctioning reflect depression scores 
rather than actual cognitive change. Indeed the current study did lend some support to 
this hypothesis since measures of depression did correlate with self-reports of 
difficulties learning new skills.
Finally, the results are consistent with the hypothesis that the cognitive deficits 
identified by neuropsychological test change data and SlOO data are too subtle to be 
noticed by patients. In other words, the deficits have little clinical relevance. The 
present study offers some support for this hypothesis, as patients’ reports of change 
did not coincide with brain injury indices. However, stronger support would require 
an experimental design that controls for the alternative explanations outlined above. 
For example, by collecting the interview data at the same time as neuropsychological 
follow-up data, to ensure that any cognitive deficits are persistent; and by including a 
personality inventory and mood measures in the test battery, to control for these 
factors. Furthermore, the current study chose to collect information on patients’ 
everyday functioning by asking patients’ to report changes in functioning. This 
method is complicated since it requires patients to accurately remember and rate their 
level of functioning one year ago and then compare it with their current level of 
functioning. An alternative method would be to ask patients to rate their level of 
fimctioning at three separate points in time: pre-surgery, immediately post-surgery, 
and 12-months post-surgery. Changes in functioning would be reflected by
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movements on the Likert scale. A family member/spouse could also be asked to use this 
method of rating in order to obtain a different perspective of change following cardiac 
surgery.
Finally, it is of interest to speculate about what SlOO protein release scores measure. If 
SlOO scores are markers of brain injury they could measure brain dysfunction in general 
or cognitive dysfunction specifically. SlOO scores have been shown to relate 
significantly, albeit weakly, to neuropsychological change data (Kilminster et al., in 
press). However, this is not strong evidence that SlOO scores are measures of cognitive 
dysfunction. The present study showed that SlOO scores were unrelated to patients’ 
reports of cognitive change. However, this could be because: patients’ reports were 
unreliable; the deficits were too subtle for patients to notice; or because SlOO scores 
were not measures of underlying brain dysfiinction. Further research is needed to clarify 
this issue.
CONCLUSION
To conclude, this study has shown that patients’ reports of changes in cognitive 
fimctioning, as a result of cardiac surgery, did not correspond to brain injury indices. 
These results could reflect: unreliable reporting by patients; cognitive deficits that are 
too subtle to be clinically significant; or brain injury indices that are poor measures of 
cognitive dysfiinction. Further research is needed to clarify this issue.
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APPENDIX 1
15 May 1998
Dear
Re: Telephone interview
I have been asked by Professor , Professor o f Cardiac Surgery, to
contact you.
We are contacting all patients who underwent cardiac surgery last year to ask 
them a series o f questions which relate to how their health has been in general 
since the operation. This is a follow-up to the research study that you were 
good enough to take part in. You may remember being interviewed by Dr 
before and after the operation. I would like to ask you a few questions which 
will not take more than fifteen minutes to answer. The questions pertain to how 
your health has been in general since the operation.
The interview will take place by telephone. If  you have any queries or concerns 
or if  you would prefer not to be interviewed, please leave a message on the 
ansaphone ( ). Please note that whether or not you participate in
this follow-up will not affect any future NHS treatments. The information that 
you give will be treated confidentially.
I f  I do not hear from you I will assume that you are happy to be interviewed 
and I will contact you shortly.
Yours sincerely.
Dr Cathy Leather
Clinical Psychologist in Training
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APPENDIX 2
Cardiac Surgery Follow-up Interview
As a routine part of follow-up we are contacting all patients who underwent cardiac 
surgery last year to ask them a series of questions which relate to how their health has 
been in general since the operation.
1 Since the operation have you been able to return to work?
Yes No Not appropriate (e.g. retired, unemployed)
If yes, how many hours a week now compared to before?
Is this in same capacity or a reduced capacity?
Do you experience any difficulties walking? 
Yes No
How does this compare to before surgery?
Much better Better Same Worse Much worse
Do you experience any difficulties climbing the stairs? 
Yes No
How does this compare to before surgery?
Much better Better Same Worse Much worse
Do you take part in leisure activities? 
Yes No
How does this compare to before surgery?
Much better Better Same Worse Much worse
Do you take part in any domestic activities (e.g. housework)? 
Yes No
How does this compare to before surgery?
Much better Better Same Worse Much worse
Do you experience feelings of depression/tearfulness? 
Yes No
How does this compare to before surgery?
Much better Better Same Worse Much worse
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Do you have worrying thoughts going through your mind? 
Fes No
How does this compare to before surgery?
Much better Better Same Worse Much worse
Do you experience feelings of tension or irritability? 
Yes No
How does this compare to before surgery?
Much better Better Same Worse Much worse
10 Do you forget where you have put things? 
Yes No
How does this compare to before surgery?
Much better Better Same Worse Much worse
11 Do you forget people’s names or place names? 
Yes No
How does this compare to before surgery?
Much better Better Same Worse Much worse
12 Do you find it difficult to concentrate because your attention wanders 
from one thing to another?
Yes No
How does this compare to before surgery?
Much better Better Same Worse Much worse
13 Do you find it difficult to learn a new skill e.g. working a new gadget after you 
have practised it once or twice?
Yes No
How does this compare to before surgery?
Much better Better Same Worse Much worse
14 Do you believe that your memory and concentration now, is about as good as 
anyone else your age?
Yes No Don ^ t know
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INTRODUCTION
Audit is a loosely defined term that refers to an intensive examination of one or more 
aspects of a service. Audit involves setting standards, evaluating whether the standards 
have been met, feeding back the results, and making changes in the service where 
standards are not being met (Barry & Jones, 1997). This process of evaluating, feeding 
back, making changes in the service and evaluating again is referred to as an audit or 
quality cycle (Crombie, Davies, Abraham, & Florey, 1993; Firth-Cozens, 1993).
In recent years there has been an increasing demand for auditing of services throughout 
the NHS. This is due, in part, to trends in the commissioning of health care. In the 
future, services will be commissioned only if they can demonstrate their ability to 
successfully implement effective interventions (Berger, 1991). This emphasis on 
‘evidence based practice’ can be seen in the recent NHS document Promoting Clinical 
Effectiveness (PCE, 1996). However, the 1990s have also seen a rise of the consumer 
movement in health care. The introduction of the Patients’ Charter and the publication 
of DoH White Papers such as Working fo r  Patients (DoH, 1989) have encouraged 
providers to acknowledge the voice of service users when evaluating services. As a 
result of these changes, recent literature has seen an increase in the number of 
evaluative studies into clinical services where the service user viewpoint is taken into 
consideration (Jenkins & Grey, 1994).
One aspect of audit which can incorporate the views of service users is the monitoring 
of service implementation, or in other words, looking at the kind of service clients are 
getting. By carrying out a service user survey it is possible to obtain data on a large 
number of participants. Clients can then be asked about the quality of the service that 
they have received, the impact it has had, and their satisfaction with it (Parker,
Pistrang, & Elliott, 1996). This information can then be used as a vital tool in 
formulating improvements in the service and producing policy change (Fitzpatrick, 
1991).
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When evaluating a service it is important to include a number of different perspectives, 
since this provides a more meaningftil evaluation. Child services tend to liaise with a 
variety of professionals for example, GPs, educational psychologists, and teachers 
(particularly SENCOs) and therefore it is important to include feedback from all of these 
sources, where relevant. In terms of the service user viewpoint, working with children 
rarely involves working with the client in isolation, as children’s behaviour usually 
impacts upon the family as well. Thus any service intervention will also impact upon 
them. Therefore, in effect parents can also be classified as service users and thçir 
opinions as to the effectiveness of a service can be ascertained (Lebow, 1982). Another 
important group of consumers are the referrers, as any intervention will also impact 
upon their work with the client.
Background to study
Prior to the study, children with query ADD/ADHD could be seen by any one 
professional within the child and adolescent mental health team (CAMH) in North 
Downs. Following an increase in the number of referrals, the team decided to set up a 
structured ADHD service. The ADHD service was run by a consultant psychiatrist and a 
clinical psychologist. The service aimed to: provide an accurate diagnosis, provide 
responsive and comprehensive clinical management and effective liaison with other 
agencies (e.g. GPs, schools, educational psychologists) in a child’s life.
At the end of one year, an assessment was commissioned to evaluate this service. It was 
hoped that this assessment could be used as a baseline for later evaluations and to plan 
further service developments around real needs.
Aims
The purpose of this study was to assess the impact of the ADHD service from the 
different perspectives of: (1) the parents of children assessed in the ADHD/ADD clinic, 
(2) the schools, (3) the educational psychologists, (4) referring GPs. This involved 
evaluating issues such as: the responsiveness of the clinic, the quality of the assessment 
and management of cases, the effectiveness of the intervention, the effectiveness of
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liaison with other professionals, and how satisfied the respondents were with the service. 
This information would then be used to plan further service developments.
METHOD 
The questionnaires
Two service user questionnaires were developed for this study; one for related 
professionals (i.e. educational psychologists, GPs, and schools, see Appendix 1); and the 
second for the parents of ADHD children (see Appendix 2). Both questionnaires 
contained multiple choice questions designed to assess the areas outlined below:
• responsiveness of the clinic
• quality of the assessment
• effectiveness of the intervention
• overall level of satisfaction.
In addition, the questionnaires sent to parents asked about quality of the management; 
and questionnaires sent to related professionals asked about the quality of liaison.
The questionnaires also contained an open ended question where respondents were 
given the opportunity to give suggestions and make comments (both positive and 
negative) about the service.
The format of the multiple choice questions was broadly based on the Client Satisfactipn 
Questionnaire (CSQ-8, Larsen et al., 1979) which is a standardised self-report measure 
of users’ satisfaction with a service. Question 1 from the CSQ-8 (‘How would you rate 
the quality of the service you have received?”) was extended to examine the quality of 
various aspects of the service i.e. assessment, management and liaison. Question 2 from 
the CSQ-8 (“Did you get the kind of service that you wanted?”) was extended to 
examine the responsiveness and effectiveness of the service. Finally, questions 2, 4, and 
7 from the CSQ-8 were included as measures of overall satisfaction with the service.
The CSQ-8 requires participants to indicate their views by responding on a 4-point 
Likert scale, strongly negative (1) to strongly positive (4). This scale was adapted for 
the current study by the inclusion of the score 0 for questions participants felt were ‘not
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applicable’. The clinical psychologist and the trust audit committee were consulted in the 
adaptation of the CSQ-8 with the aim of making it a broader questionnaire. Due to time 
constraints the questionnaires were not piloted prior to the study.
Respondents
A sample of 39 children was randomly selected from a total caseload of 78 children (the 
sample represented 50% of the total population of ADHD children). The sample 
consisted of 3 females and 36 males. The children ranged in age between 4 years and 15 
years (mean = 8 years, SD = 2.8 years). The children had been using the service for 
between 1 month and 4 years (mean = 9 months).
Parent questionnaires were sent to the parents of all the children in the sample (N = 39). 
School questionnaires were sent to the special needs co-ordinator (SENCO) from each 
child’s school (N = 21). GP questionnaires were sent to aU referring GPs (N = 17). 
Finally, all educational psychologists working in the region (N = 18) were sent 
questionnaires.
Procedure
The questionnaires were sent out to participants with a covering letter that gave a bripf 
outline of the purpose of the questionnaire and an assurance of anonymity of responses.
Due to financial constraints, stamped addressed envelopes were only included with the 
questionnaires sent to parents.
Case notes
Case notes were reviewed for the random sample of children selected. Data were 
collected on demographics, and time spent waiting for an initial appointment. The time 
spent waiting for an initial appointment was defined as the length of time between ‘date 
when referral was received’ and ‘date of initial appointment’.
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RESULTS
The response rate for questionnaires was 59% for parents (23/39 returned), 48% for 
schools (10/21), 35% for GPs (6/17), and 17% for educational psychologists (3/18). 
Due to the low response rate for educational psychologists these data will not be 
described here (see discussion for further comments).
General Perception of the ADHD Clinic by Service Users
Chart 1: General perception of ADHD clinic by different groups of
service users
Mean 
percentage 
of 40 
responses
^  :
E  Parents
□  Schools
□  GPs
Response type (0 = not applicable, 1 = strongly negative, 2 = mildly 
negative/indifferent, 3 = positive, 4 = strongly positive)
The general perception of the ADHD clinic by the different groups of participants was 
determined by calculating the percentage of responses which fell into each response 
type (0 = not applicable, 1 = strongly negative, 2 = mildly negative/indifferent, 3 =
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positive, 4 = strongly positive) across all questions for each category of participant 
(parents, schools, and GPs) (see Chart 1).
Chart 1 shows that, in general, GPs rated the ADHD service the most favourably (91% 
of their responses were positive/strongly positive and 8% indifferent/negative), followed 
by parents (63% of their responses were positive/strongly positive and 17% were 
indifferent/negative). Schools responses were mixed (52% were positive/strongly 
positive and 44% were indifferent/negative).
Trends in the Perceptions of Different Aspects of the ADHD Clinic by 
Service Users
Tables 1 to 6 give a breakdown of the percentage of each response type (0 = not 
applicable, 1 = strongly negative, 2 = mildly negative/indifferent, 3 = positive, 4 = 
strongly positive) for each question for each category of participants (parents, schools, 
and GPs). The information contained in these tables will be used to compare responses 
across the different groups of participants for each aspect of the service in turn. In 
addition, the qualitative information gathered by the open ended question asked at the 
end of the questionnaire will be included, where relevant, to elucidate the quantitative 
data.
Responsiveness of service
All service users were asked how responsive they found the service (see Table 1). 
Parents found the service least responsive of all three groups of service users with only 
48% responding positively. Furthermore, the responsiveness of the clinic was 
commented on by a number of parents. For example, “A shame it took so long to get 
help”, “Appointments have been rather slow”, and “We think the weakest point in the 
service is the time spent waiting for an appointment and the length of time between 
appointments”. In contrast, 70% of schools and 100% of GPs rated the service 
positively in terms of its responsiveness.
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Table 1:
Participants’ responses to questions about the responsiveness 
of the ADHD service
RESPONSIVENESS QUESTIONS Participant
Group
Percentage Scores
0 1 2 3 4
How would you rate the responsiveness of our 
service in terms of the time you spent waiting for an 
appointment?
Parent 26 26 26 22
Do you find the service responsive? School 10 20 60 10
GP 83 17
(O=not applicable, l=strongly negative, 2=mildly negative/indifferent, 3=positive, 4=strongly positive)
Case notes revealed that the average time parents spent waiting for an initial 
appointment, after the referral had been received by the service, was 10 weeks (range;
2 weeks to 13 months).
Assessment Quality
All service users were asked whether they agreed with the diagnoses given by the 
clinic. In addition, the parents were asked how they rated the overall quality of the 
assessment they received. The results showed that the majority of service users agreed 
with the diagnoses made by the clinic (87% parents, 80% schools, and 100% GPs), 
and 82% of parents were positive about the overall quality of the assessment they 
received (see Table 2). No written comments were received regarding the quality of 
the assessment.
Table 2:
Participants’ responses to questions about assessment quality
ASSESSMENT QUALITY QUESTIONS Participant
Group
Percentage Scores
0 1 2 3 4
How would you rate the overall quality of the 
assessment you received?
Parent 4 4 9 39 43
Did you agree with your child’s diagnosis/ 
Do you agree with the diagnoses given?
Parent 9 4 26 61
School
GP
10 10 80
100
(O=not applicable, l=stxongly negative, 2=mildly negative/indifferent, 3=positive, 4=strongly positive)
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Management Quality
The parents were asked a number of questions regarding the quality of the 
management provided by the ADHD service (see Table 3). Most parents were positive 
about the behavioural management strategies suggested by the psychologist (82%) and 
the information provided about ADHD (56%), for example‘T have found the sessions 
with the psychologist very helpful and all my questions have been answered”, “ I felt 
the psychologist really knew the problems of ADHD and knew a lot of how to manage 
it”. However, not all parents felt positive as evidenced by some of the written 
comments, such as “We feel we would like some constructive comments about how to 
help our son - we often come away from the clinic feeling that it was a waste of time”, 
“Advice on behaviour management was not always forth coming”.
Table 3:
Parents’ responses to questions about management quality
MANAGEMENT QUALITY QUESTIONS Percentage Scores
0 1 2 3 4
How would you rate the advice you received about 
managing your child’s behaviour?
4 13 52 30
How would you rate the information you received 
about ADD/ADHD?
13 13 17 43 13
How would you rate the medical advice you 
received from the psychiatrist?
17 17 9 43 13
How would you rate the medication prescribed for 
your child?
39 4 4 39 13
How would you rate the monitoring of your child’s 
medication?
39 17 30 13
Are you currently receiving the support you would 
hope for from the psychologist?
9 26 43 22
Are you currently receiving the support you would 
hope for from the psychiatrist?
30 9 9 43 9
(O=not applicable, l=strongly negative, 2=mildly negative/indifferent, 3=positive, 4=strongly positive)
In terms of medical advice, medical management, and monitoring of medication, the 
percentage of parents responding positively was 56%, 52%, and 33% respectively. 
When interpreting these results, it is important to note that some children were not 
taking medication and therefore a number of parents responded to the above questions 
with ‘not applicable’ (17%, 39%, and 39% respectively). When the ‘not applicable’
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responses were removed from the analyses, the percentage of parents responding 
positively about the medical advice, medical management, and monitoring of 
medication rose to 67%, 85%, and 54% respectively. However, some parents did raise 
concerns regarding medication, for example, “We would like more information on 
medication options”, “We had difficulty understanding ADHD and Ritalin and the long 
term effects of Ritalin on our son”.
After removing the ‘not applicable’ responses from the calculations, the percentage of 
parents responding positively about the level of ongoing support provided by the 
psychologist and psychiatrist were 71% and 74% respectively.
Liaison Quality
Schools and GPs were asked a number of questions regarding the quality of the liaison 
provided by the ADHD team (see Table 4).
Table 4:
Schools and GPs responses to questions about liaison quality 
by the ADHD service
LIAISON QUALITY QUESTIONS Participant
Group
Percentage Scores
0 1 2 3 4
How would you rate the level of communication 
from our service regarding assessment findings?
School 30 60 10
GP 17 17 50 17
How would you rate the level of communication 
from our service regarding the medical management 
of individual children?
School 20 20 50 10
GP 17 17 67
How would you rate the level of communication 
from our service regarding the behavioural 
management of individual children?
School 20 40 30
GP 83 17
How would you rate the ongoing liaison regarding 
overall management by our team?
School 10 40 25 15 10
GP 17 67 17
(O=not applicable, l=strongly negative, 2=mildly negative/indifferent, 3=positive, 4=strongly positive)
Questions covered the level of communication received regarding; assessment findings, 
medical management, behavioural management strategies, and ongoing liaison 
regarding overall management. The results showed that the majority of GPs responded
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favourably about all aspects of liaison by the team, with communication about 
behaviour management strategies rated positively by all GPs. In contrast, only a 
minority of schools rated the service favourably in terms of liaison, with the exception 
of liaison about medical management which was rated positively by 60% of schools. 
The schools’ concerns about liaison were also reflected in their written comments - of 
the eight written comments received from schools all were about quality of the liaison. 
Comments from schools included: “We would appreciate feedback about diagnosis, 
medication, and behaviour management programmes”, “We would include behaviour 
management strategies in our lEPs if we knew what was being suggested”, “There 
should be direct liaison between clinic and school for general knowledge, behaviour 
management and lEPs”.
Effectiveness
All service users were asked how effective they found the interventions (see Table 5). 
After removing ‘not applicable’ responses from the analyses, the majority of parents 
viewed the behaviour management strategies and the medication as effective, 90% and 
91% respectively. Only 13% of parents reported to have used other forms of 
management (these included “being more strict”), and of those 69% reported the 
strategies to be effective. All GPs and 70% of schools reported that they found the 
service effective.
Table 5:
Participants’ responses to questions about the effectiveness of the ADHD service
EFFECTIVENESS QUESTIONS Participant
Group
Percentage Scores
0 1 2 3 4
What degree of change did you see in your child as 
a result of the behaviour management strategies?
Parent 9 9 65 17
What degree of change did you see in your child as 
a result of the medication?
Parent 43 4 43 9
What degree of change did you see in your child as 
a result of other forms of management?
Parent 87 1 9
Do you find the service effective? School 10 20 60 10
GP 100
(O=not applicable, l=strongly negative, 2=mildly negative/indifferent, 3=positive, 4=strongly positive)
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Overall Satisfaction
All service users were asked questions about their satisfaction with the service overall 
and whether they would recommend the service to others (see Table 6). All GPs and 
most parents responded positively to both questions. Schools were confident that they 
would recommend the service to others (90%) but were less satisfied with the service 
overall (60%).
Finally, parents were asked whether they got the service that they wanted; 79% of 
parents responded positively.
Table 6:
Participants’ responses to questions regarding their level of satisfaction
with the ADHD service
OVERALL SATISFACTION QUESTIONS Participant
Group
Percentage Scores
0 1 2 3 4
Did you get the kind of service that you wanted? Parent 9 13 57 22
If another child were in need of similar help, would 
you recommend our service to his/her parents?
Parent 13 39 48
School 10 80 10
GP 50 50
In an overall sense, how satisfied are you with the 
service that you have received?
Parent 13 48 38
School 20 20 50 10
GP 67 33
(O=not applicable, l=strongly negative, 2=mildly negative/indifferent, 3=positive, 4=strongly positive)
DISCUSSION AND RECOMMENDATIONS
The purpose of this study was to assess the impact of the ADHD service fi*om the 
different perspectives of: (1) the parents of children assessed in the clinic, (2) the 
schools, (3) the educational psychologists, (4) referring GPs, in order to plan future 
service development. This involved evaluating the following issues: the responsiveness 
of the clinic, the quality of the assessment and management of cases, the effectiveness 
of liaison with other professionals, the effectiveness of the intervention, and how 
satisfied the respondents were with the service.
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In general, GPs rated the ADHD service the most favourably, followed by parents. 
Schools responses were mixed. The high level of support shown by GPs and parents 
could reflect their dependence on the service coupled with the lack of available 
alternatives (Marvit & Beck, 1979). Indeed one GP commented: “[the ADHD] service 
is good and has relieved much of the stress of ADHD labelled kids in general practice”.
In terms of responsiveness, most GPs and schools responded positively about this 
aspect of the service, whereas the majority of parents did not find the service 
responsive, or at least, the service did not meet parents expectations. Furthermore, 
waiting times for initial appointments did vary enormously (range: 2 weeks to 13 
months).
The majority of service users in all three groups responded positively about the quality 
of the assessment provided by the ADHD service. Although, two GPs raised concerns 
about the validity of the ADHD diagnosis: “I remain sceptical about diagnosis - since I 
have never met an ADHD child who is not a member of a highly dysfunctional family”, 
“I wonder whether diagnosis is helpfiil since it leads to being seen in a special clinic by 
a consultant and having special hand-written prescriptions”. These comments reflect an 
interesting debate concerning the reliability of ADHD as a psychiatric diagnosis. Many 
researchers and clinicians (e.g. Maag & Reid, 1994, 1996; Reid & Maag, 1997) argue 
that the ADHD diagnosis is of limited use since it simply describes a child’s behaviour 
as impulsive, overactive, and/or inattentive behaviours - something that is known 
without a diagnosis - without providing information about aetiology or intervention. 
The proponents of this view argue that the ADHD diagnosis is used because it enables 
‘ADHD children’, their parents and their teachers to ‘blame’ problem behaviour on an 
underlying condition (ADHD) rather than on an unwillingness to behave, lack of 
motivation, or poor parenting. This, they argue, distracts clinicians from the real issue - 
why a child is presenting with this sort of behaviour and on this basis what the 
appropriate intervention should be.
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Parents’ ratings regarding the quality of management provided by the service were 
variable. The majority of parents responded favourably when asked about the advice 
they received about behaviour management, and medication. However, many parents 
rated the information received on ADHD, and the monitoring of medication as fair or 
poor.
With regard to the quality of liaison provided by the ADHD service, most schools 
rated this aspect of the service as fair or poor, with the exception of liaison about 
medication which was viewed favourably by the majority. Questions about liaison were 
the only questions to elicit any indifferent or negative responses from GPs. Here some 
GPs felt that they would like more feedback with regard to assessment findings and 
medical management, although, interestingly, all GPs were satisfied with liaison about 
behavioural management. It seems that professionals want greater liaison about the 
aspects of the service which most concern them: therefore behavioural management in 
the case of schools, and medical management in the case of GPs.
The majority of parents rated behavioural and medical management as effective. 
Schools and GPs were asked a less specific question - “Do you find the service 
effective?” - the majority of schools and GPs responded positively to this question. 
Unfortunately, this question is rather ambiguous. It could be interpreted to mean: 
effective in ameliorating a child’s symptoms; or, effective in reducing the pressure on, 
for example, GP s services. There is no way of knowing from the responses how this 
question was interpreted.
An important finding was that, in the main, all three groups of service users were 
satisfied with the service provided by the clinic. This supports the idea that general 
questions elicit appreciation whereas specific questions often reveal areas of 
dissatisfaction (Jones, Leneman, & Maclean, 1987).
In summary, the areas identified as requiring attention and modification are:
1. The waiting times for initial appointments.
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2. The quality of the information given to parents about ADHD.
3. The ongoing monitoring of ADHD children’s medication.
4. The quality of the liaison with schools, regarding assessment findings and 
behavioural management strategies, and with GPs, regarding medical management.
A meeting was arranged with the clinical psychologist and the psychiatrist to discuss 
the issues identified above and to generate possible solutions. The following solutions 
were generated:
With regard to reducing waiting times for initial appointments, the clinical psychologist 
and psychiatrist decided that realistic and achievable service standards needed to be 
developed - these were not agreed upon during the meeting. They also decided that the 
development of a multidisciplinary intake clinic would enable families to see all 
relevant professionals within a single appointment - thus speeding up the assessment 
process.
In terms of the quality of the information given to parents about ADHD. The clinical 
psychologist and psychiatrist decided that this could be addressed by putting a parent 
education programme in place which would educate groups of parents about ADHD 
and how it can be managed medically and behaviourally. This is in the process of being 
implemented.
The psychiatrist concluded that the ongoing monitoring of ADHD children’s 
medication could be improved by setting up a structured medical monitoring service 
whereby ADHD children, whose medication had been stabilised by the psychiatrist, 
were regularly monitored by their school doctors, with the psychiatrist maintaining 
overall medical responsibility. The psychiatrist agreed to organise a meeting with the 
school doctors to discuss this idea.
The clinical psychologist and psychiatrist decided that the quality of the liaison 
between the ADHD service and related professionals would be improved if realistic
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and achievable quality standards were agreed upon. They discussed developing and 
sending an open ended questionnaire to a sample of schools, GPs, and educational 
psychologists to investigate the sort of feedback that these professionals would like to 
receive from the service. The results could then be used to develop standards for 
communicating with related professionals (Barry & Jones, 1997).
It was agreed that the above changes needed to be implemented and then the service 
re-evaluated in 12 months time to establish whether user perceptions have improved.
There are a few caveats to the above study. Firstly, questionnaires to schools, 
educational psychologists, and GPs were not explicitly tied to specific children. 
Therefore, some participants may not have responded because they were unsure which 
child/children the questionnaires referred to. Indeed, the questionnaires returned fi’om 
the educational psychologists were all incomplete for the stated reason that they did 
not know which children were being seen by the clinic and therefore which children the 
questionnaires referred to. Although this is a design fault, it does suggest that the 
quality of the liaison between clinical and educational psychologists is less than 
satisfactory. Secondly, stamped addressed envelopes were only included with 
questionnaires sent to parents due to financial constraints. Perhaps the response rate of 
other groups of participants would have improved if stamped addressed envelopes had 
been included. Finally, this study uses a one-group posttest-only design, which has 
many internal validity threats. Despite these criticisms some credence can be given to 
this study since some methodological issues have been addressed: the questions asked 
were specific, which is known to facilitate the reporting of criticism (Jones et al,
1987), and the anonymity of responses should have encouraged openness of response 
(Kalman, 1983).
CONCLUSION
The current audit was effective in its aim of sampling the views of service users 
regarding the quality of the service provided by the ADHD clinic. In general, service 
users responded favourably about the service: GPs were the most positive, followed by
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parents, with schools responses being mixed. A number of specific issues were 
identified as requiring attention and modification, these included reducing waiting 
times, improving liaison with other professionals. On this basis, specific 
recommendations have been made about how to improve these aspects of the service, 
and these will be implemented. The service will be re-evaluated in 12 months time to 
review the impact of the changes on the views of service users.
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APPENDIX 1 ADHD Questionnaire
We are currently carrying out an audit of our ADD/ADHD clinic. Therefore we are 
sending this brief questionnaire to all Educational Psychologists/GPs/schools who are 
involved with children that we have see in our clinic. We would be very grateful for 
your feedback which will remain anonymous. We are interested in your honest 
opinions, whether they are positive or negative. Please answer all o f the questions. 
We also welcome your comments and suggestions. Thank you very much, your help is 
greatly appreciated.
Responsiveness
1. Do you find the service responsive?
4 3 2 1 0
Yes, definitely Yes, I think so No, I don’t think so No, definitely not Not applicable
Assessment Quality
2. Do you agree with the diagnoses given?
0 1 2  3 4
Not applicable Never Rarely Usually Always
Effectiveness
3. Do you find the service effective?
4 3 2 1 0
Yes, definitely Yes, I think so No, I don’t think so No, definitely not Not applicable
Liaison
How would you rate the level of communication fi-om our service regarding;
4. assessment findings/diagnoses?
0 1 2  3 4
Not applicable Poor Fair Good Excellent
5. behaviour management?
4 3 2 1 0
Excellent Good Fair Poor Not applicable
6. medical management?
0 1 2  3 4
Not applicable Poor Fair Good Excellent
7. How would you rate the ongoing liaison regarding overall management by our 
team?
4 3 2 1 0
Excellent Good Fair Poor Not applicable
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Overall Satisfaction
8. If another child were in need of similar help, would you recommend our service to 
his/her parents?
4 3 2 1 0
Yes, definitely Yes, I think so No, I don’t think so No, definitely not Not applicable
9. In an overall sense, how satisfied are you with this service?
0 1 2  3 4
Does Quite Indifferent or Mostly satisfied Very
not apply dissatisfied mildly dissatisfied satisfied
We would appreciate your honest comments on your experience with our service
145
Research on Placement
APPENDIX 2 ADHD Questionnaire
We are currently carrying out an audit of our ADD/ADHD clinic. Therefore we are 
sending this brief questionnaire to all parents of children who we have seen in our 
clinic. We would be very grateful for your feedback which will remain anonymous. We 
are interested in your honest opinions, whether they are positive or negative. Please 
answer all o f the questions. We also welcome your comments and suggestions. Thank 
you very much, your help is greatly appreciated.
Responsiveness
1. How would you rate the responsiveness of our service in terms of the time you 
spent waiting for an appointment?
0 1 2  3 4
Not applicable Poor Fair Good Excellent
Assessment Quality
2. How would you rate the overall quality of the assessment you received?
4 3 2 1 0
Excellent Good Fair Poor Not applicable
3. Did you agree with your child’s diagnosis?
0 1 2
Not applicable No, definitely not No, not really Yes, generally
Management Quality
How would you rate:
4. the advice you received about 
4 3
Excellent
Yes, definitely
Good
managing your child’s behaviour? 
2 1
PoorFair
5. the information you received on ADD/ADHD?
0 1 2  3
Not applicable Poor Fair Good
0
Not applicable
4
Excellent
6. the medical advice you received from the psychiatrist?
4 3 2 1
Excellent Good Fair Poor
7. the medication prescribed for your child?
0 1 2
Not applicable Poor Fair
8. the monitoring of your child’s medication? 
4 3 2
Excellent Good Fair
3
Good
1
Poor
0
Not applicable
4
Excellent
0
Not applicable
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Are you currently receiving the support you would hope for from;
9. the psychologist?
0 1 2 3 4
Not applicable No, definitely not No, not really Yes, generally Yes, definitely
10. the psychiatrist?
4 3 2 1 0
Yes, definitely Yes, I think so No, I don’t think so No, definitely not Not applicable
Effectiveness
What degree of change did you see in your child as a result of:
11. the behavioural management strategies?
0 1 2 3 4
Does Deterioration No Some Great
not apply change improvement improvement
12. the medication?
4 3 2 1 0
Great Some No Deterioration Does
improvement improvement change not apply
13. other forms of management? (please specify).......
0 1 2 3 4
Does Deterioration No Some Great
not apply change improvement improvement
Overall Satisfaction
14. Did you get the kind of service that you wanted?
4 3 2 1 0
Yes, definitely Yes, I think so No, I don’t think so No, definitely not Not applicable
15. If a friend were in need of similar help, would you recommend our service to him
or her?
0 1 2 3 4
Does Quite Indifferent or Mostly satisfied Very
not apply dissatisfied mildly dissatisfied satisfied
16. In an overall sense, how satisfied are you with the service you have received?
4 3 2 1 0
Veiy Mostly satisfied Indifferent or Quite Does
satisfied mildly dissatisfied dissatisfied not apply
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We would appreciate your honest comments on your experience with our service
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ABSTRACT
The purpose of this study was to replicate and extend previous research by investrgatipg 
whether naive participants can simulate PTSD on a standardised PTSD symptom 
checklist compared to a PTSD symptom checklist which included distractor symptoms. 
A sample of 134 participants who were representative of the general population in terms 
of age, gender, and general intelligence, and who were naive about PTSD were seieeted. 
Participants were randomly assigned the standardised symptom checklist or the modified 
symptom checklist. The results showed that 94% of participants were able ta  s^ ati^ fy 
DSM-IV criteria for PTSD on the traditional symptom checklist, and 90% on the 
modified symptom checklist. On average, participants incorrectly identified 38% (or 
6/16) of the distractor symptoms as being symptoms of PTSD. The results are discussed 
in terms of their implications for psychologists involved in medico-legal assressments.
INTRODUCTION
This introductory chapter is written in two parts. The first part focuses on the clinical 
context of PTSD. Discussion is centred around diagnostic classification of PTSD, 
prevalence rates, comorbidity of symptoms, and methods of assessment. The secoij4 
part concentrates on the legal context of PTSD. It highlights the difficulties associated 
with diagnosing PTSD for the purposes of medico-legal assessment.
CLINICAL CONTEXT 
The history of the term PTSD
The idea that exposure to the trauma of war could have psychological consequences^ had 
early origins, for example ‘shell shock’ (Mott, 1919), ‘war neurosis’ (Mott, 1919) and 
‘post-trauma-syndrome’ (Kardiner, 1941). Similar reactions were also described in adplt 
civilian survivors of traumatic events, such as Hiroshima (Lifl:on, 1967), floods (e.g. 
Abrahams, Price, Whitlock, & Williams, 1976), accidents (e.g. Wilkinson, 198T), apd 
rape (e.g. Steketee & Foa, 1987). However, the early diagnostic systems (DSM-I; APA, 
1952; and DSM-II: APA, 1968) only described transient distress as being causefrby 
adversity (q.g. the categories gross stress reaction and transient situational disturbance).
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Enduring psychiatric symptoms were viewed as being caused, primarily, by premorbid 
vulnerability; with environmental stress being considered, at best, as a nonspecific 
trigger or a maintaining factor (Yehuda & McFarlane, 1995).
The term PTSD was officially introduced into the psychiatric literature as a category pf 
mental disorder in 1980. In this first formulation of PTSD (DSM-IH: APA, 1980), 
Criterion A defined a traumatic event as “outside the range of usual human experience 
[and] markedly distressing to almost anyone”. This definition acknowledged that 
extremely traumatic events could produce enduring symptomatology in nonpal 
individuals (Yehuda & McFarlane, 1995). Symptoms were grouped into three sections: 
(1) re-experiencing of the traumatic event; (2) numbing of responsiveness to or reducpd 
involvement in the external world; and (3) a miscellaneous section which included 
memory impairment, difficulty concentrating, hyperalertness or an exaggerated" star(le 
response.
In 1987, a revised version of the third edition was introduced (DSM-III-Rr APA; 19^7) 
with slight changes to the criteria for the diagnosis of PTSD. As with DSM-IH, in the 
DSM-m-R system there were also three sections of symptoms: re-experiencipg, 
avoidance, and hyperarousal. However, the re-experiencing section now included 
distress caused by re-exposure to trauma-relevant stimuli which had been mchidetf in 
DSM-UFs miscellaneous section. Similarly, the numbing section now included efforts to 
avoid thought, feelings, and activities associated with the trauma from DSM=H];’s 
miscellaneous section.
The question of what constitutes a traumatic event became a subject of keen debate, 
since it is this criterion that serves as the gatekeeper to the diagnosis of PTSD (Joseph, 
Williams, & Yule, 1997). The attempt made by DSM-III and DSM-III-R to defipe 
traumatic events objectively as “outside the range of usual human experience [and] 
markedly distressing to almost anyone” raised more questions than it answered (Joseph 
et al., 1997). One difficulty with this definition is on deciding which events are outside 
the range of usual experience but distressing to most people (Davidson & Foa, 1991). 
For example, Russell’s (1983) epidemiological study of the prevalence of child sexual
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abuse indicates that as many as 54% of females have experienced some form of sexual 
abuse by the time they are 18. Does^tMs highrfrequency-mean that sexual abuse does pot 
fulfil Criterion A because it is too common? Another difficulty with the definition, is that 
some events which are within the range of normal human experience, suchras"thende^th 
of a loved one or marital disruption, have been shown to produce PTSD 
symptomatology (Burstein, 1985; Helzer, Robins, &rMcEvoy, 1987}. Sonrerargued ti|at 
the definition of a traumatic event needed to change in order to take into account 
subjective factors, since an event that one person experiences as traumatic will notr|)e 
the same as another person (Burstein, 1985). But there was also concern that 
broadening the definition to include subjective factors would lead to a situation: where an 
event was defined in terms of its effects rather than its severity (Davidson & Foa, 1991). 
As a result of this debate, a traumatic event was redefined in the fourth editionr^SM- 
IV: APA, 1994) as one in which:
a) the person experienced, witnessed, or was confinonted with an event thatrinvoivpd 
actual or perceived threat to life or physical integrity; and
b) the person’s emotional response to this event included horror, helplessness, or 
intense fear.
The DSM-IV definition of a traumatic event continues to imply thatrPTSD involve^ a 
natural process of adaptation to extremely traumatic events, rather than the symptoms 
being caused by a premorbid vulnerability. This implication has been questioneffbysopie 
(e.g. Yehuda & McFarlane, 1995) given some of the more recent research studies which 
will be highlighted below.
Epidemiological Studies of the Prevalence of^TSD 
Prevalence in the community
As interest in PTSD has increased, a number of studies have addressed the prevalenrcerpf 
the disorder in the general population. Three early community prevalence studies of 
PTSD (Davidson, Hughes, Blazer & George, 1991; Helzer et al., 1987; and Shofe, 
Vollmer, & Tatum, 1989) used the DSM-III criteria as operationalised in the Diagnostic 
Interview Schedule (DIS). These studies found lifetime prevalences of 1.0%, 1.3%, and
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2.6% respectively. More recent studies using DSM-III-R criteria have reported much 
higher rates, for example 9.2% by Breslau, Davis, Andreski, and Peterson (199iyand 
7.8% by Kessler, Sonnega, Bromet, Hughes, and Nelson (1995). Retrospective 
epidemiological studies of specific trauma populations place the prevalence of PTSD at 
even higher rates. For example. Resnick, Kilpatrick, Dansky, Saunders, and Best (1993) 
found that 32% of women victims of rape met criteria for lifetime and 12:4% for current 
PTSD using DSM-III-R criteria. Similarly, the National Vietnam Veterans Readjustment 
Study (Kulka, Schlenger, Fairbank et al., 1988) found a lifetime prevalence rate"of 30% 
in Vietnam veterans, with a current rate of 15%.
Incidence of PTSD following a traumatic event
Incidence of PTSD can be ascertained by looking at the percentage of people who 
develop PTSD following a traumatic event.
Breslau et al.’s (1991) data shows that of an urban population of young adults, thirty 
nine percent had been exposed to a traumatic event (n = 394) including rape, assault, 
natural disasters, and severe injury. Of these individuals, 23% (14%, males; 30.7%, 
females) went on to develop PTSD according to DSM-III-R criteria. This suggests that 
of people who had witnessed a traumatic event, over 75% did not go on to develop 
PTSD. Furthermore, research suggests that certain types of traumatic events, suckas 
being raped, physically attacked, or wounded in combat, are more traumatic than other 
events, such as sudden injury or a serious accident, and are linked to higher rates^pf 
PTSD (Breslau et al., 1991; Kessler et al., 1995).
Research has also shown that women and young respondents report the mostpost- 
traumatic stress symptoms (Breslau et al., 1991; Norris, 1992; UUman, 1995). Increased 
levels of post-traumatic stress symptoms in women are consistent with the overpll 
greater rate of anxiety disorders among women (e.g. Robins & Regier, 1991). It has 
been suggested that the young and women are more at risk to developing PTl^D 
because they have fewer personal and social resources to buffer the stressful effects of a 
traumatic event (Hobfoll, 1989).
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Prevalence rates are affected by differences in the diagnostic criteria, assessment 
procedures and other sample characteristics. However, research suggests: that PTSD 
affects approximately 10% of the population at any one time; and that on average 25% 
of individuals who are exposed to a traumatic event will go on to develop PTSD. 
Therefore, PTSD is more unusual than usual following exposure to a traumatic event. 
These results do not fit easily with the idea that PTSD involves a natural process p f  
adaptation to extremely traumatic events. Instead the results are more consistent with 
the idea that vulnerable individuals (i.e. the young and women) are the most at itslrfor 
developing PTSD following a traumatic event.
Comorbidity
An important issue when considering the validity of a psychiatric diagnosis is whether it 
can be accurately distinguished from other psychiatric disorders, since the practice of 
differential diagnosis underlies the DSM taxonoipy.
McFarlane and Papay (1992) investigated multiple diagnoses in the victims of a natural 
disaster. Over 450 firefighters who had been exposeffto an Australian bush firerwqre 
screened using the General Health Questionnaire at 4,11, and 29 months subsequent to 
the event. On the basis of these data, a high-risk group: of firefighters were interviewed 
using the Diagnostic Interview Schedule (DIS: Robins & Helzer, 1985). PTSD was the 
most common disorder (18%), followed by ma|or depression (10%). Only 23% of1;be 
70 subjects who had developed PTSD did not attract a further diagnosis, usually of 
major depression. The authors concluded that depression is a common co-diagnosis to 
PTSD; and that PTSD sufferers are more likely to have symptoms of PTSD and 
depression than only symptoms of PTSD. An alternative explanation of these results is 
that exposure to a bushfire is particularly depressogenic (Joseph et al., 1997), however, 
this explanation is less probable since studies have confirmed that depression is comrpon 
among survivors of other traumatic events (e.g. Davidson & Foa, 1991; North, Smith & 
Spiznagel, 1994). Other, well documented co-diagnoses are substance abuse (e,g. 
Jelinek & Williams, 1984), somatization disorder, dissociative disorder, schizophrenia, 
generalised anxiety disorder (GAD), obsessive-compulsive disorder (CCD), papic
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disorder, and social phobia (Davidson & Foa, 1991). In summary, research suggests that 
it is the exception rather than the rule for individuals to meet diagnostrcrcriteria^fbr 
PTSD in the absence of meeting criteria for another psychiatric disorder (Friedman & 
Yehuda, 1996).
These data have led to controversy concerning whether PTSD is a subcategory of 
anxiety disorders. Certainly, anxiety is a common correlate of PTSD, but on the other 
hand PTSD can also be shown to be a dissociative or somatoform disorder, or even a 
variant of depression. Some researchers have suggested that PTSD would be better 
understood as a general condition that sits astride other major diagnostic groupings i.e. 
the affective and anxiety disorders (Friedman & Yehuda, 1996; Joseph et al., 1997). 
Davidson and Foa (1991) offer an alternative explanation for the high degree pf 
comorbidity between PTSD and other psychiatric diagnoses. They argue that this 
comorbidity is inevitable because of the way that PTSD is defined. For example, several 
of the symptoms of PTSD overlap with GAD (e.g. irritability, poor concentration, 
hypervigilence, startlement, and poor sleep) and with depression (e.g. loss o f interest, 
sense of foreshortened future, avoidance of others, and poor sleep). They question 
whether such high levels of comorbidity would be found if the PTSD criteria w^re 
trimmed down to only include those symptoms which are specific to the disorder.
Assessment of PTSD
A large assortment of PTSD measuring instruments are available and: some oftheservyill 
be briefly reviewed in this section.
Structured Interviews
Several standard structured interview schedules exist for psychiatric conditiops 
generally, which include questions to assess PTSD (see Watson, 1990, for a review). 
These include the Diagnostic Interview Schedule (DIS: Robins & Helzer, 1985) apd 
the Structured Clinical Interview (SCID: Spitzer, Williams, Gibbon & First, 1990).
These interview schedules are fairly lengthy, they require substantial training, and pre 
used by clinicians to assess for many psychiatric disorders (Joseph et al., 1997).
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Other interview schedules have been developed solely for the assessment of PTSD, for 
example the PTSD Interview (PTSD-I: Watson, Juba, Manifold, Kucala, & Anderson, 
1991) and the Structured Interview for PTSD (SI-PTSD: Davidson, Smith, & Kudler, 
1989). These measures consist primarily of Likert ratings, they are less structured than 
the DIS and SCID, and require less training. Both have adequate psychometric 
properties but have not been validated with victims of a wide range of traumas (Fop & 
Meadows, 1997). The Clinician Administered PTSD scale (CAPS: Blake, Weathers, 
Nagy et al , 1990) is also a measure of diagnosis and severity of PTSD symptoms but it 
is time consuming to administer. The CAPS has been found to have high test-retest 
reliability and convergent validity with self-report scales of PTSD symptOmatolo^, 
however its psychometric properties were determined exclusively in a veteran 
population. Finally, the PTSD Symptom Scale Interview (PPS-I: Foa, Riggs, Dancu, & 
Rothbaum, 1993) yields both a diagnosis and severity rating and is quick to administer.
Self-Report Scales
The Revised Impact of Events Scale (RIES: Horowitz, Wilner, & Alvarez, 1979).is, 
perhaps, the most widely used instrument for assessing psychological consequences of 
exposure to traumatic events (Sparr, 1997). I t  has high test-retest reliability and internal 
consistency, however it does not assess all PTSD symptoms and therefore should not be 
used to indicate diagnostic status.
The Mississippi Scale (MS-PTSD: Keane, Caddell, & Taylor, 1988) was originally 
developed for combat-related PTSD, but a civilian counterpart exists (Vrevqn, 
Gudanowski, King, & King, 1995). Research has confirmed the reliability and validity of 
the MS-PTSD for veteran populations (e.g. Hyer, O’Leary, Saucer, Blount, Harrison, & 
Boudewyns, 1986). However, this scale does not include equal numbers of items 
representing each DSM criterion (Watson, 1990). Furthermore, this scale does not 
correspond fully to DSM-IV symptoms since it was based on DSM-III criteria.
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The Penn Inventory (Hammarberg, 1992) and the PTSD Inventory (Solomon, 
Weisenberg, Schwarzwald, & Mikulincer, 1987)have been shown to have satisfactory 
internal reliability, test-retest reliability and convergent validity with other scales.
Both measures were based on DSM-III-R criteria and, therefore, do not correspond 
hilly to DSM-IV symptoms.
The Minnesota Multiphasic Personality Inventory (MMPI-2: Colligan & Offbrd, 19^2) 
is the most often used personality self-report inventory in the USA. The 550 items in the 
MMPI make up 10 clinical scales. Studies have shown that PTSD patients show general 
elevation on many or all subscales (Fairbank, Keane, & Malloy, 1983). And that some 
survivor groups may have particular profiles, for example substance-abuse veterans with 
PTSD show MMPI elevations on the psychopathic paranoia, and social introversion 
scales (Roberts, Penk, Robinowitz, & Patterson, 1982). The MMPI-2 has tworscajes 
designed to assess combat related PTSD: PK (Keane, Malloy, & Fairbank, 1984) and 
PS. Both scales have substantial overlap with each other and general clinicaTsca[es. 
According to Greene (1991) the two scales appear to measure general maladjustment 
and emotional distress. Thus, their ability to assess PTSD, as defined byDSMrfV 
criteria (APA, 1994) is brought into question.
The PTSD Symptom Scale-Self Report (PS S-SR: Foa et al., 1993) and its^descendept, 
the PTSD Diagnostic Scale (PDS: Foa, 1995), are based on DSM-IV criteria. The PPS- 
SR demonstrated good reliability and validity in a sample of female assault victims'^pa 
& Meadows, 1997). The PDS was validated on a sample of victims of a wide range of 
traumas and has demonstrated satisfactory reliability and validity (Foa & Meadows, 
1997).
Watson (1990) suggest that three factors are of critical importance when choosing ^n 
assessment measure. Firstly, the items should correspond closely to contemporary 
DSM criteria. Secondly, instruments should possess well-documented, robust reliability. 
Thirdly, instruments need well-established, substantial empirical validity. The PS S-SR 
and the PDS are the only two assessment measures that meet all three criteria, and on
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this basis could be considered the current gold standards in terms of PTSD assessment 
measures.
Conclusions
• PTSD is a psychiatric diagnosis originating in the US A.
• PTSD is often found concurrently with other disorders such as anxiety and 
depression rather than in isolation.
• Prevalence rates vary according to the stringency of DSM criteria. However, 
current research suggests that about 25% of individuals who are exposed to a 
traumatic event will develop PTSD.
• Standard interviews and self-report measures have been developed to aiddiagnp^is
of PTSD and to monitor outcome following treatment.
The introduction of the diagnostic classification of PTSD has been useful clinically since 
it has provided a common language with which to describe people’s reactions to 
traumatic events (Blake, Albano, & Keane, 1992). It has also facilitated the developmejit 
and evaluation of effective treatments (Foa & Meadows, 1997; Sparr, 1997).
LEGAL CONTEXT
In this section, the diagnostic category of PTSD will be considered in its legal contpxt. 
PTSD differs from most other psychiatric diagnoses in that a causal link is established 
between a traumatic event (stressor) and a specific set of emotional symptoms^ (PTSD 
symptoms) (Sparr, 1997). As a result of this causal link, many individuals suffering from 
PTSD subsequently become litigants in personal injury or worker’s compensation 
claims. Psychologists are frequently used as expert witnesses.
Diagnosing PTSD for legal purposes
The DSM-IV criteria for PTSD (APA, 1994) rely on the patient to confirm the existepce 
of certain subjective symptoms/complaints (Lees-Haley & Dunn, 1994; Pitman & Orr,
1993). As it is impossible to directly observe most PTSD symptoms clinicians haverto 
rely on respondents providing accurate self-reports of symptoms. However, patients are
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thought to be less accurate in their self-reporting of symptoms in legal settings where a 
diagnosis of PTSD will frequently lead to financial compensation, whether o r not the 
symptoms reported actually exist (Rogers, 1988; Weissmann, 1991). Therefore, a very 
real concern for psychologists working in legal settings is whether a patient isrfekiijg 
PTSD or exaggerating its symptoms for the purposes of obtaining damages or whether 
the symptoms reported relate to the traumatic incident in question or to another cause.
Malingering
“Malingering” is defined in DSM-IV (APA, 1994) as “the intentional productioirof false 
or grossly exaggerated physical or psychological symptoms motivated by external 
incentives”. Resnick (1997) highlights the following terms  ^which are relevantrtaa 
discussion about malingering; “pure malingering” where a patient feigns symptoms that 
do not exist at all; “partial malingering” where a patient consciously exaggerates^ exrst(ng 
symptoms or erroneously claims that prior genuine symptoms are still present; and “false 
imputation” where a patient ascribes genuine symptoms to a cause that frieyconsciously 
recognise as having no relationship to their symptoms. It is notable that for each term 
defined above, the patient is seeking to deliberately deceive (Resnick, 1997): In cases 
of PTSD, the primary motivation to malinger is believed to be financial gain, since legal 
success will give rise to compensation for damage^.
Research has confirmed that individuals do fake PTSD. For example Sparr and Pankratz 
(1983) presented five case histories of men who, although claiming to be V ie tn ^  
veterans suffering from PTSD symptomatology, were shown to have never been to 
Vietnam. Furthermore, Lynn and Belza (1984) documented 7 case histories o f  factitious 
or malingered PTSD out of a sample of 125 PTSD patients.
According to Resnick (1997) the incidence of diagnosed malingered PTSD depends pn 
the astuteness and scepticism of the clinician. This point is well illustrated in a study by 
Rosen (1995) which reports the findings of an independent enquiry into the 
extraordinarily high incidence of diagnosed PTSD following XhQ Aleutian Enterprise 
sinking. Prior to the independent enquiry, 19 of the 22 survivors from the sinkipg
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pursued personal injury claims. All 19 were diagnosed with chronic PTSD giving a 
prevalence rate of 86%. This is in excess o f alt previously reported prevafence^rates fpr 
any type of trauma (see the section on prevalence). The independent enquiry was carried 
out 9 months post-incident when 20 survivors were interviewed. Therdiagnoses 
provided by the independent enquiry differed markedly from the original diagnoses 
provided by the survivors’ therapists. Only 20% o f survivors were diagnosefrwjth 
PTSD; one with post-trauma major depression; two with simple phobias; four were not 
given a diagnosis; and eight presented with a variety o f difficulties which werobehevpd 
to relate in part or not at all to the sinking. Rosen’s report highlighted factors such as 
attorney advice and “symptom sharing” which led to the inflated incidence rate: The 
author cautions clinicians to use psychometric assessments and to seek to corroborate 
patients’ self-report by reviewing medical records and interviewing family/frien|is.
The use of psychometric assessments of PTSD in legal settings
Psychometric assessments are encouraged in legal settings because interview datarfron^ a 
single trauma survivor may not discriminate true symptomatology from fabricated 
problems. However, the usefulness of psychometric assessments rests  ^on the assumption 
that they are able to discriminate individuals with genuine symptoms from those who are 
faking.
This assumption has been tested with regard to the Minnesota MultiphasicrPersonaijty 
Inventory (MMPI). For example, Fairbank, McCaffrey, & Keane (1985) administered 
the MMPI to: 15 Vietnam veterans with PTSD, 15 w d f  adjusted Vietnanrveterans^r^d 
15 mental health professionals familiar with the diagnostic criteria for PTSD.
Participants in the two non-PTSD groups were instructed to malinger PTSD: A 
discriminate function analysis was able to accurately classify over 90% of the 
participants, supporting the author’s hypothesis that the MMPI and its^PTSD subscz l^e 
can discriminate between participants with genuine PTSD symptoms and those who are 
faking PTSD. However, the conclusion that the MMPI can detect malingering has npt 
been unequivocally accepted (e.g. Lees-Haley, 1989; Perconte & Goreczny, 1990). 
Lees-Haley (1989) administered the MMPI to 56 students aged between 16 and 45. The
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students were asked to pretend that they had a psychological disorder following a 
traumatic accident. The results showed that only 48% of the participants would h^ye 
been correctly classified as not having PTSD. This study suggests that the MMPI is 
vulnerable to faking by untrained participants. Furthermore, Perconte and Goreczny 
(1990) attempted to replicate previous studies that used the F scale and a PTSD 
subscale of the MMPI to discriminate Vietnam veterans with PTSD from weH-a%istpd 
veterans who faked symptoms of PTSD. Discriminant analysis of F and the PTSD 
subscale scores correctly identified only 43.6% of the participantis. Therefore; therMtfPI 
has been shown to be poor at detecting malingered PTSD from genuine PTSD 
symptoms in a veteran population. However, the MVEPFs usefulness in assessing"PT^D 
per se can be questioned since its items do not fully correspond to DSM criteria 
(Greene, 1991).
Other studies have investigated whether Keane et al.’s (1988) self-report PTSDsc^le 
(MS-PTSD) is vulnerable to faking. Dalton et al. (1989) found that 77% of their 
participants were able to successfiilly fakerPTSD. Likewise Frueh an(fKinder(f996) 
found that role-informed malingerers were able to achieve similar scores to Vietnam 
veterans with PTSD on the MS-PTSD. Finally, Frueh and Kinder (1994) confirmed the 
ease of faking the MS-PTSD by using undergraduates. The results from these studies 
suggest that the MS-PTSD is vulnerable to faking. However, as the MS-PTSD is based 
on the DSM-III criteria, it cannot be assumed that contemporary measures of PTSp, 
which are based on the DSM-IV criteria, are also vulnerable to faking.
A study by Lees-Haley and Dunn (1994) investigated the ability of naive participants \o 
falsify the symptoms of major depression, GAD, PTSD, and mild brain injury. 
Undergraduates were given symptom checklists based on DSM-III-R criteria: and asked 
to indicate which symptoms they thought a person would experience if suffering from 
depression, anxiety, the effects of a traumatic event, or the effects of a mild branriiqury. 
The results showed that the majority of participants were able to satisfy self-report 
criteria for all four diagnoses (depression, 96.9%; anxiety, 96.9%; PTSD, 86%; andmjld 
brain injury, 63.3%). The authors suggest that naive participants met diagnostic criteria 
because of lay knowledge and the leading nature of symptom checklists. They^argupd
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that their study simulated medico-legal assessment, where leading questions and 
symptom checklists are often used as evidence, and postulated that cliniciansr need ter use 
measures which are less vulnerable to suggestion. Unfortunately, Lees-Haley & Dunn’s 
design could not determine whether the success of their undergraduates in faking fhe 
questionnaires was due to prior knowledge of the psychiatric diagnoses, the leading 
nature of the checklists, or a combination of both. Furthermore, it is arguabterthafa 
sample of undergraduates is not appropriate for determining ability to fake psychiatric 
diagnoses, since they do not represent the general population in terms of age; socio­
economic group, and general intelligence.
The present study was designed to overcome some of the limitations of Lees^Hajdeyand 
Dunn’s (1994) research. Its aim was to examine the ability of naive participants to 
simulate PTSD on a contemporary standardised PTSD symptom checklist compared to 
a PTSD symptom checklist which included distractor symptoms.
In the present study participants were given two questionnaires to complete. The first 
questionnaire determined whether the sample were representative of the general ' 
population in terms of age, gender, and general intelligence; and whether ^ participants 
were genuinely ‘naive’ with respect to PTSD. The second questionnaire was in two 
forms: (1) a standardised PTSD symptom checklist; (2) a symptom checMistnvhiçh 
contains PTSD symptoms and distractor symptoms. Participants were randomly 
assigned form 1 or form 2 of the questionnaire. The second questionnaire investi^tpd 
whether genuinely ‘naive’ participants could ‘fake’ PTSD on a standardised PTSD 
symptom checklist and, if they could, whether this was due to the leadin^naturerpf 
symptom checklists.
Care was needed in choosing appropriate distractor symptoms for the symptom checklist 
which included distractors. It was inappropriate to select distractor symptoms from 
disorders frequently associated with PTSD such as major depression (e.g. North et^l.,
1994), substance abuse (e.g. Jelinek & Williams, 1984) and GAD (e.g. Davidson & Foa, 
1991). Instead, distractor symptoms were chosen from disorders such as schizophreijia 
(have you experienced voices in your head keeping up a running commentary of the
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assault?), hypochondriasis (have you been preoccupied with fears that you have a 
serious disease despite appropriate medical evaluation and reassurance since the 
assault?), obsessive-compulsive disorder (have you found yourself preoccupied with 
details, rules, lists, order and organisation since the assault?; have you found yourself 
carrying out repetitive behaviours, e.g. checking and counting, in order to reduce your 
distress about the assault?), mania (have you been more talkative than usual?), 
hypersomnia (have you been sleeping excessively since the assault such as prolonged 
sleeping and daytime sleeping?), panic disorder (have you felt dizzy and fainlrsincerthe 
assault?), and paranoid personality disorder (have you been preoccupied with doubts 
about the loyalty or trustworthiness of friends or associates since the assault?; haverypu 
found yourself suspecting, without sufficient basis, that others are exploiting, harming, 
or deceiving you since the assault?). Other symptoms were chosen since theywere the 
opposite of PTSD symptoms (e.g. have you been deliberately engaging in activities, 
situations, or places which remind you of the assault?; do you remember all important 
parts of the assault clearly and completely?; and, have you been finding that you f^lk 
over and over with friends and close relatives about important parts of the assault?). 
Finally, some miscellaneous symptoms were chosen (e.g. have you had unexptained 
physical pain since the assault?; have you been having difficulty remembering things 
from the past which are nothing to do with the assault?; has food tasted different to 
usual?; and, have you been experiencing ringing in your ears?).
Hypothesis 1:
More participants will meet DSM-IV diagnostic criteria for PTSD on the standardised 
PTSD symptom checklist than on the symptom checklist that includes distractors.
Hypothesis 2
More participants with prior knowledge of PTSD (as ascertained by their responses.to 
the question asking them to self-generate PTSD symptoms) will fiilfil diagnostic criteria 
for PTSD on either symptom checklist than those with no prior knowledge, and will tipk 
fewer distractor items on the distractor questionnaire.
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Null hypotheses:
Type of symptom checklist and prior knowledge of PTSD will have no effect on the 
number of participants reaching DSM-IV criteria for PTSD.
METHOD
Design
Between-subjects design.
Participants
Participants were local residents in Oxfordshire. They were recruited via nightclasses at 
Banbuiy Technical College.
Exclusion criteria:
• participants who have studied Psychology to degree level or aboye
• participants who are medically trained
• participants who have ever been diagnosed with post-traumatic stress disorder
• participants who know someone well who has been diagnosed with PTSD
One hundred and thirty six participants were recruited. They were randomfyassigned^to 
groups. Group 1 were given questionnaire 1 (background information) and form 1 of 
questionnaire 2 (a standardised PTSD symptom checklist); group 2 received 
questionnaire 1 (the same as group 1) and form 2 o f questionnaire 2 (a symptom 
checklist including a mixture of PTSD symptoms and distractor symptoms). Half of the 
participants in groups 1 and 2 were asked to complete the symptom checklists as if they 
were a female assault victim and the other half as if they were a male assault victim.
Recruitment Procedure
Written consent was obtained fi*om Banbury Technology College (see Appendix 2) and 
participants were selected from those attending night classes at the college.
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• The investigator arranged with lecturers to speak to their students at the beginning 
of each night class.
• The investigator informed students about the nature, purpose, location, andlikqly 
duration of the study.
• Students were given the opportunity to ask questions about the study and 
information sheets and consent forms were distributed (see Appendix 3 and 4 for a 
copy of the information sheet and consent form respectively).
• Students were informed that the investigator would return a few minutes afterthe 
class had finished and those who had signed the consent forms, and who still wished 
to participate in the study, needed to remain in class.
• The investigator returned to the class a few minutes after the night class^hadr finished 
and collected the signed consent forms.
• Students were informed that they could: still drop out of the study withoutrhaving to 
explain why - by simply leaving the questionnaires unanswered and leaving the room.
• Questionnaire 1 (in envelope 1) and questionnaire 2 (in envelope 2) were
!
administered to each student.
• Students were asked to complete questionnaire 1 and seal it in envelope 1, apd 
THEN to complete questionnaire 2 and seal it in envelope 2. (NB questionnaires 
were numbered so that they could be matched later).
Methods and Procedures
All participants were administered two questionnaires (see appendices 5, 6, and Yfor
copies of the questionnaires). These took approximately 15 minutes to complete.
Questionnaire 1: 3 parts
(a) Background Information
• age
• gender
• nationality
•  occupation
• number of years of education
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• whether they have ever studied Psychology. If so, to what level
• whether they have ever studied Medicine. If so, to what level
• whether they have ever been diagnosed with post-traumatic stress disorder
• whether they know someone well who has been diagnosed with post-traumatrcrstre?s 
disorder
• whether they have ever been exposed to a traumatic event in which both of the 
following were present: (1) they experienced/witnessed an event/s that involved 
actual or threatened death or serious injury to self or others; (2) their response 
involved intense fear, helplessness, or horror.
(b) General Intellect
Participants were asked to complete Spot the Word Test (subtest of the Speed apd 
Capacity of Language Processing Test, SCOLP: Baddeley et al., 1992) in order to 
provide an estimate of their level of general intellectual functioning. Participants^are 
presented with pairs of words; in each pair, one is real and one is invented. Participants 
are asked to select the real word. The advantage of Spot the Word over other general 
intellect measures (e.g. NART) is that it can be administered to a group.
(c) Knowledge of PTSD
Participants were presented with the following vignettes:
A man was seriously assaulted hy 3 youths when walking home from  work. Tlm m pn 
visited his GP, 6 months later, because he was still experiencing problems after the 
assault. The GP decided that the man's symptoms were consistent with a diagnosis p f 
post-traumatic stress disorder.
I  would like you to write down on this piece o f paper, all o f the problems/symptorps 
you think that the man reported and which led the GP to diagnose post-traumatic stress 
disorder.
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They were instructed to put the completed questionnaire into envelope 1. (This 
prevented them from changing their answers to the self-generated question after readipg 
items on the second questionnaire).
Questionnaire 2:
All participants read the following information;
I  am going to give you a questionnaire to complete. I  would like you to fi l l  i t  in as i f  
you were the man with post-traumatic stress disorder that was mentioned earlier. '
(NB. Half of the participants in groups 1 and 2 read about a male assault victim andtfie 
other half read about a female assault victim).
Participants assigned to group 1 received a standardised PTSD symptom checklist; (he 
PTSD Symptom Scale-Self Report (PSS-SR; Foa et al., 1993). The PSS-SR is a self- 
report instrument that provides information about each of the 17 DSM-IV symptoms, pf 
PTSD. Participants assigned to group 2 received a symptom checklist which contained 
all 17 symptoms from the PTSD symptom checklist plus 16 distractor symptoins.
Scoring
Qn the PSS-SR, participants have to indicate yes to at least one re-experiencing 
symptom; at least three avoidance symptoms; and at least two arousal symptoms!, to 
meet DSM-IV criteria for PTSD.
The same scoring criteria was used on the symptom checklist containing distractors; Jn 
addition, the pattern of responding on distractor items was also recorded.
Ethics Approval
Approval was obtained from the University of Surrey’s ethics committee (see Appendix 
8).
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RESULTS
Demographic Data (Table 1)
There were no significant differences between the two groups for any of the 
demographic variables (p>0.05). Two participants with degrees in psychology were 
excluded in accordance with the exclusion criteria outlined in the method section.
The age range of participants in groups 1 and 2 was 16-64 years and 17-65 years 
respectively. The distribution of ages was slightly skewed towards the young, butiiot 
enough to reach statistical significance at the p<0.05 criteria. The sample consisted of 
more females (65%) than males (35%) (p<0.01), however the ratio of mates to females 
was the same for groups 1 and 2. Estimates of general intelligence for participants in 
groups 1 and 2 revealed scaled score points of 9.9 (ranger 4-15) and 10.6 (4-17) 
respectively. Given that the population mean for general intelligence on this test is 10 
scaled score points, these sample means approximate to average (Baddeley et ah, 199^).
Table 1:
Group Means (and SDs) for the Demographic Variables
Group 1 Grou^2
No of participants 64 70
Age (yrs) 32.36 (12.6) 36.19(14.6)
Ratio of males to females 1:2 1:2
No of yrs of full-time education 11.2(2.5) 11.6(2.7)
General intelligence (scaled scores) 9.88 (3.0) 10.60 (2;9)
No. who claim to fulfil PTSD criterion A 29 25
It is interesting that fifty-four of the participants claimed to have witnessed a traumatic 
event which met Criterion A (DSM-IV criteria), this group of participants vrill |)e 
referred to later.
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PTSD Knowledge Data
The PTSD knowledge section of questionnaire 1 asked participants tor “writerdown^ll 
the problems/symptoms that you think that the man/woman reported and which led to 
the GP diagnosing PTSD”. Group means for this section are presented in Tablq 2.
Table 2:
Group Means (and SDs) for the PTSD knowledge Section of Questionnaire 1
i  Group 2
(N = 64) (N - 70)
No of symptoms reported 5.61(29)- 5.89 (2.5)
No of correct symptoms reported 2.27 (1.6) 2.31 (1.5)
Percentage of group reaching criteria for
PTSD 0% 2%
Table 2 shows that on average participants ‘guessed’ six symptoms of PTSD (range; 0- 
17). On average only two of these symptoms were correct (range: 0-8), according^to 
DSM-IV criteria. Symptoms correctly ‘guessed’ were most often: sleep difficulties 
(‘guessed’ by 65% of participants:), nightmares (43%), flashbacks (31%), anffdifticult|es 
concentrating (21%) (see Table 3). Only one participant reported symptoms which 
would fiilfil DSM-IV criteria for PTSD (i.e. at least one re-experiencing symptom;^at 
least three avoidance symptoms; and, at least two arousal symptoms).
Unrelated t-tests were performed to look a t group differences. Groups did noldk^er 
significantly on any of the variables in Table 2 (p > 0.05).
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Table 3:
Percentage of Participants Correctly ‘Guessing’ PTSD Symptoms onrthe PT§D
Knowledge Question
PTSD symptom %^of participapts
( N = m >
RE-EXPERIENCINa SYMPTOMS
Distressing recollections of the traumatic event 6
Distressing dreams of the traumatic event 43i
Reliving the traumatic event
1
31
Psychological distress at exposure to reminder of the event 13
Physiological reactivity on exposure to reminders of the event - 2
AVOIDANCE SYMPTOMS
Avoidance of thoughtSyfeelingSy or conversations about event 1
Avoidance of activities, places, or people associated with the event 8
Inability to recall important aspects of the event . 0
Diminished interest/participation in significant activities 5
Feelings of detachment/estrangement from others 5
Restricted range of affect 1
Sense of foreshortened future 1!
HYPERAROUSAL SYMPTOMS
Difficulty falling or staying asleep 65
Irritability or outbursts of anger 17
Difficulty concentrating 21
Hypervigilence 4
Exaggerated startle response 1
Symptom Checklist Data
The data from questionnaire 2 consisted of responses on the PTSD symptom checklist 
(group 1) and on the symptom checklist that contained PTSD symptoms plus distractors 
(group 2). These data are presented in Tablç 4.
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Table 4;
Group Means (and SDs) for the Symptom Checklist Data
1 Group 2
# = 6 4 )  # = 7 0 )
No. o f  PTSD symptoms correctly identified 14.67 (Z8)^ 14.43 (^8)_
% reaching criteria for PTSD 94% 90%
No. o f  distractors incorrectly identified N/A 5.4 (2.9)
Table 4 shows that on average participants successfully identified 14/17 PTSD 
symptoms, this was true even when distractor symptoms were present. Of participants 
who received the PTSD symptom checklist, 94% satisfied the self-reportcriteriafpr 
PTSD, and 90% of participants who received the symptom checklist containing 
distractors satisfied the self-report criteria for PTSD: Unrelated t-testsrrevealedno 
significant differences between groups 1 and 2 in terms of the number of PTSD 
symptoms correctly identified or the percentage of partrcipants who reachedcriteria for 
PTSD (p > 0.05).
In terms of distractor symptoms, participants in groupr2 (who received the^symptqm 
checklist containing distractors) incorrectly identified on average 6/16 distractor 
symptoms as being indicative of PTSD (see Table 4).
Table 5 illustrates the percentage of false positives for each distractor symptom. 
Interestingly, all 16 distractor symptoms were incorrectly identified as PTSU symptoms 
by some participants (range: 13-64% of participants). Five distractor symptoms were 
incorrectly identified by more than 50% of participants as indicative of PTSD: r.e ,^ a 
symptom of schizophrenia (have you experienced voices in your head keeping up a 
running commentary of the assault?), a symptom of OCD (Have you found yourself 
carrying out repetitive behaviours (e.g. checking and counting) in order to reduce your 
distress about the assault?), two symptoms of paranoid personality disorder (have ypu 
been preoccupied with doubts about the loyalty or trustworthiness of friends or 
associates since the assault?, have you found yourself suspecting, without sufficr^nt
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Table 5:
Percentage of False Positives for each Distractor Symptom
-
Distractor Symptom %  false^^positives 
(N = 70)-
Have yoir been-more talkative than usual ? 11
Have you been deliberately engaging in activities, situations, or 
places which remind you of the assault? 14
Have you been experiencing ringing in your ears? 21
Has food tasted different to usual? 23
Have you been sleeping excessively since the assault (e.g. 
prolonged sleeping and daytime sleeping)?
Have you bem having difficulty remembering things from the 
past which are nothing to do with the assault? 40
Have you found yourself preoccupied with details, order, and 
things being ‘just so’ since the assault? 41
Do you remember all important parts of the assault clearly and 
completely? 44
Have you been preoccupied with fears that you have a serious 
illness despite appropriate medical evaluation and reassurance 
since the assault? 44
Have you been finding you talk over and over with frienda and 
close relatives about important parts of the assault? 46
Have you had unexplained physical pain since the assault? 46
Have you been preoccupied with doubts about the loyalty or 
trustworthiness of friends or associates sincather assault? 54
Have you experienced voices in your head keeping up a running 
commentary of the assault? 56
Have you found yourself suspecting, without sufficient basis,
that others are e?q)loiting, harming, or deceiving you since the assault? .57
Have you found yourself carrying out repetitive behaviours 
(e.g. checking, counting) in order to reduce your distress about 
the assault? 57
Have you felt dizzy and faint since the assault? 64
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basis, that others are exploiting, harming, or deceiving you since the assault?), and a 
symptom of panic disorder (have you felt dizzy or faint since the assault?).
Relationships between the variables
Product moment correlations between the demographic variables (age, number ofye^rs 
of education, and IQ), the two PTSD knowledge variables (number of symptoms 
reported, and number of correct symptoms reported), and the two symptonrcheckljst 
variables (number of PTSD symptoms correctly identified, number of distractors 
incorrectly identified) produced four significant results (see Table 6}, There wa^ a 
positive association between number of years of education and IQ (r = .34, p < .001). 
The two PTSD knowledge variables (number of symptoms reported, and numbenpf 
correct symptoms reported) were intercorrelated (r = .58, p < .001). There was a 
significant correlation between the two symptom checklist variables (r = .50, p < .Off)), 
i.e. participants who most often responded ‘yes’ to the PTSD symptoms also responded 
‘yes’ most often to the distractors. Finally, there was a significant correlation between 
the number of symptoms reported on the PTSD knowledge question and the number of 
distractors incorrectly identified on the symptom checklist (r = .36, p < .01).
Interestingly, correlations between knowledge of PTSD (number of correct symptoms 
reported) and performance on the symptom checklist (number of PTSD symptopis 
correctly identified, and number of distractor symptoms incorrectly identified) were low.
There were no significant relationships between age and IQ and any of the measures of 
symptom reporting.
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Table 7 compares participants who claimed to have witnessed a traumatic event which  ^
fulfilled criterion A to those who claimed not to have done, on the four PTSD measures 
(number of symptoms reported on the PTSD knowledge question, number of correct 
symptoms reported on the PTSD knowledge question, number of PTSD symptomsrcorrec|jy 
identified on the symptom checklists, number of distractor symptoms incorrectly identified 
on the symptom checklist plus distractors). Unrelated t^tests revealed no signifie^pt 
differences between groups on any of the four measures (p > 0.05).
Table 7:
Means (and SDs) on PTSD Assessment Measures for Fartrcipantawbo €lanned^(o 
have Witnessed a Criterion A Event Compared to Participants who Claimed not to
have done
No^  reported 
e^gerience 
of trauma 
#  = 80)
R epo#d  
experieppe 
of trauma 
#  =  ^ 4)
No. of symptoms reported 5.49 (Z 8) 6.154Z5)^
No of accurate PTSD symptoms reported 2.33 (1.6) 2.24 (1:4)
No. of PTSD symptoms correctly identified 14.29 (2.7) 14.93 (2.8)
No. of distractors^ incorrectly identified 5.02 ( 2 .^ 7.2&(2.9)
Table 8 compares participants who were asked to role-play a male assault victim to those 
who were asked to role-play a female assault victim, on the four PTSD measures^(number 
of symptoms reported on the PTSD knowledge question, number of correct symptoms 
reported on the PTSD knowledge question, number of PTSD symptoms correctlyTdentifipd 
on the symptom checklists, number of distractor symptoms incorrectly identified on the 
symptom checklist plus distractors). Unrelated t-tests revealed no significant differences 
between groups on any of the four measures(p > 0.05). Finally, there were no significant 
interactions between sex of participant and sex of role-play victim (see Table Pfbrme^ps 
and SDs for the four groups on the four PTSD measures) (p > 0.05).
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Table 8:
Means (and SDs) on PTSD Assessment Measures for Participants who Role- 
played a Male Assault Victim Compared to Participants who Role-played a
Female Assault Victim
Participants Participants
role-playing role-playing
a male a femalo
(N = 65) (N = 69)
No. of symptoms reported 5.86(3.1) 5.65(Z2)
No of accurate PTSD symptoms reported 2.46(1.7) 2.12(1.3)
No. of PTSD symptoms correctly identified 14.09(3.5) 14.97 (2.0)
No. of distractors incorrectly identified 6.21(2.6) 6.71 (3.1)
Table 9:
Means (and SDs) on PTSD Assessment Measures for Male and Female 
Participants who Role-played Same of Different Gender Assault Victims
Male
participants 
role-playing 
a male 
(N = 23)
Female 
participants 
role-playing 
a male 
(N = 42)
Male
participants 
role-playing 
a female 
(N = 21)
Female 
participants 
role-playing 
arfemale 
(N = 48)
No. of symptoms reported 5.26(Z9) 6.19(3.0) 5.57(25). 559^25).
No of accurate PTSD 
symptoms reported
2.09(1.7) 2.83 (1.5) 1.91(1.7) 2.08(1.4)
No. of PTSD symptoms 
correctly identified
13.78(2.4) 1481(3.0) 14.14(2.7) lA.9ff(3.4)
No. of distractors 
incorrectly identified
6.18(2.8) 6.67 (3.0) 6.80(2 5) 6 3 (29)^
DISCUSSION
This study examined whether a random sample of naive participants were able to 
accurately identify the symptoms and experiences of PTSD using a number of different 
assessment measures: PTSD knowledge, traditional symptom checklists, and modified 
symptom checklists.
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The age distribution of participants in the sample was slightly skewed towards the young 
and there was a higher ratio of females than the general population, however the  ^age 
distribution and sex ratio is appropriate given that women and the young are most likely to 
present with PTSD. Forty percent of participants (54/134) claimed to have witnessed a 
traumatic event that met Criterion A of DSM-IV’s PTSD criteria. Unfortunately, 
participants were not asked to describe the traumatic events^they witnessed sa  itcaraioibe 
ascertained whether the events actually met Criterion A. Even if Criterion A was met for all 
54 participants, it is likely that a considerably smaller number of participants subsequently 
developed post-traumatic stress symptomotology (see section on prevalence).
In the first part of the study, all participants were administered the PTSD knowledge task in 
which they were asked to generate a list of the symptoms they would expect an assault 
victim with PTSD to experience. Of the 134 participants, only one was able to general^ a 
list of PTSD symptoms and experiences that met DSM-IV criteria. On average participants 
generated six symptoms/experiences of which only two were consistent with PTSD; as 
outlined in the DSM-IV criteria. These results suggest that the participants in this study 
were genuinely “naive” about the symptoms and experiences of PTSD. The ‘naivety’ o f  the 
participants is perhaps surprising given that the diagnosis PTSD has received a lot of 
publicity in the UK, for example media coverage of the Hillsborough Football disaster. 
However, media coverage may have simply raised the pubhc’s awareness of the term PTSD 
without providing detailed information about symptoms. Unfortunately, the questionnaiii^s 
did not ask participants to state whether they had heard of PTSD and if they had in what 
context, so the source of any knowledge they had remains speculatiye.
In the second part of the study, half of the participants were administered a traditional 
PTSD symptom checklist and asked to complete i t  “as if they were the assault victim 
suffering fi*om PTSD” (group 1 participants). Ninety-four percent of group 1 participants 
were able to satisfy DSM-IV criteria for PTSD on the traditional symptom checklist: T(tis 
finding is consistent with Lees-Haley and Dunn’s (1994) study which showed that 98.9% of 
untrained undergraduates were able to satisfy DSM criteria for PTSD on a similar symptqpi 
checklist. Participants success at simulating PTSD on the standardised PTSD symptom 
checklist was not due to prior knowledge of PTSD, since their performance on the PT^D
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knowledge task had already ascertained that they were naive about PTSD. An alternative 
explanation of the results is that participants easily simulated PTSD on a symptom checklist 
because of the leading nature of the questions. This hypothesis was investigated by 
examining the results from group 2 participants who had been given a modified: symptqm 
checklist.
Group 2 participants were administered a PTSD symptom checklist which had been 
modified by including distractor symptoms; instructions were identical to those given to 
group 1 participants. The results showed that ninety percent of group 2 participants^qre 
able to satisfy DSM-IV criteria for PTSD by correctly identifying on average 82% (or 
14/17) of the PTSD symptoms, this result is significantly different from chance (p<0:0frj).
In terms of their scores on the distractor items, on average participants incorrectly identified 
38% (or 6/16) of the distractor symptoms as being symptoms of PTSD, again this^result 
differs significantly from chance (p<0.05). These results suggest that naive participants were 
able to discriminate between genuine PTSD symptoms and misleading distractor symptoips. 
If  participants had shown no discernment, the percentage of PTSD symptoms correctly 
identified would not have differed significantly from chance (50%), and the percentage of 
distractors incorrectly identified would not have differed significantly from chance.
There are two plausible explanations for why naive participants were so successfuf^t 
simulating PTSD on the symptom checklist tasks, and these will be outlined below.
The first explanation is that participants were not naive about PTSD but were better able to 
access their knowledge of PTSD information when tested with a recognition paradigm ” 
(symptom checklist) than with a recall paradigm (PTSD knowledge task). Indeed, research 
has consistently shown that recall tasks are considerably more difficult that recognition tasks 
(e.g. Baddeley, 1990). If this were the case you would expect participants with Mghr scorqs 
on the PTSD knowledge task (those with the highest level of prior knowledge of PTSD) to 
perform well on the symptom checklist tasks in terms of their ability to discriminate between 
genuine PTSD symptoms and distractors. However, there was no relationship between 
performance on the PTSD knowledge task (number of correct symptoms reportecfy^nd 
performance on the symptom checklist tasks (number of PTSD symptoms correctly
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identified or number of distractors incorrectly identified) (see Table 6). Furthermore, you 
may expect participants claiming to have experienced a Criterion A traumatic event (^pd 
therefore participants most likely to have experienced symptoms of PTSD or acute stress 
disorder) to perform better on the symptom checklist tasks than participants who hactpot 
experienced a Criterion A traumatic event. Again, there was no evidence to support this 
assumption (see Table 7).
The second explanation is that participants may have simply used common sense tor hplp 
them to ‘guess’ the symptoms they would expect a PTSD patient to complain of. This 
hypothesis seems intuitively correct and there is some evidence to support it, sipce 
participants who guessed the most symptoms on the PTSD knowledge task (number of 
symptoms reported) also incorrectly identified the most distractors on the symptpm 
checklist task (number of distractors incorrectly identified); and participants who correctly 
‘guessed’ the most PTSD symptoms on the symptom checklist task also incorrectly 
‘guessed’ the most distractors (see Table 7).
One interesting finding was the pattern of responding on the distractor symptoms: Ait 16 
distractor symptoms were incorrectly identified as PTSD symptoms by some participants, 
but 5 of the 16 distractors were mis-identified as PTSD symptoms by more than 50%  pf 
participants (see Table 5). These five distractor symptoms were fi*om: schizophrenia (have 
you experienced voices in your head keeping up a running commentary of the assault^), 
OCD (Have you found yourself carrying out repetitive behaviours (e.g. checking and 
counting) in order to reduce your distress about the assault?), panic disorder (have you fplt 
dizzy or faint since the assault?), and paranoid personality disorder (have you been 
preoccupied with doubts about the loyalty or trustworthiness of friends or associates sinpe 
the assault?, have you found yourself suspecting, without sufficient basis, that others are 
exploiting, harming, or deceiving you since the assault?). With regard to schizophrepia, 
OCD, and panic disorder, epidemiological research has shown that all three disorders have 
been found to have close connections with PTSD in terms of co-morbidity (e.g. Davidson et 
al., 1991; Helzer et al., 1987; Shore et al., 1989). There is no research evidence of a 
connection between paranoid personality disorder and PTSD, but the paranoid PD 
symptoms chosen for the current study describe interpersonal difficulties which are known
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to be affected in PTSD. Therefore, it may not be surprising that so many participants mis- 
identified these distractor symptoms as PTSD symptoms. Some may argue that the 
distractor symptoms in this study were poorly chosen given that many came fi'om disorders 
which are connected to PTSD, however, this would be hard to argue since the frequency qf 
almost all psychiatric diagnoses is elevated in relation to PTSD (Davidson & Foa, 1991).
One methodological limitation of this study is that a group of bona fide PTSD patients^ere 
not included in the design. The inclusion of a PTSD group would have enabled a test of the 
cut-off values for the number of PTSD symptoms identified versus the number of 
distractors. Instead, it has been assumed, perhaps incorrectly, that bona fide PTSDpatiepts 
would have qualified for PTSD on the PTSD knowledge section of questionnaire 1; and 
would have shown total discernment when discriminating between genuine and misleading 
PTSD symptoms on the modified symptom checklist. An interesting situation would be the 
case where bona fide PTSD patients qualified for PTSD according to all three assessment 
procedures, but generated additional symptoms on the PTSD knowledge task; and ticked 
many of the distractors on the modified symptom checklist task. This result would suppqrt 
the idea that genuine PTSD patients experience PTSD as a broad disorder that encompasses 
additional symptoms, rather than as a discrete disorder as it is currently conceptualised.
The results of this study suggest that traditional symptom checklists, in this case the PSS- 
SR, can be ‘faked’ by participants with no knowledge of PTSD. This is consistent wjth 
previous research that has shown that Keane et al.’s (1988) PTSD scale (MS-PTSD) and 
the Minnesota Multiphasic Personality Inventory (MMPI) are vulnerable to faking (e,g. 
Dalton et al., 1989; Perconte & Goreczny, 1990; Lees-Haley & Dunn, 1994; Lyons et al., 
1994; Frueh & Kinder, 1994). The current study has also shown that symptom checklists 
can be faked by untrained participants even when distractor symptoms have been included 
alongside the PTSD items. These results have important implications, if participants^ with no 
prior knowledge of PTSD can simulate PTSD under both conditions, then the task of faking 
would be even easier for someone who is intending to malinger. This leads to the important 
question of how should PTSD be assessed in order to minimise the likelihood of someone 
successfully malingering.
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The present study would suggest that it is preferable to use an interview format rather than 
symptom checklists. Clients should be asked to generate a list of the symptoms they 
experience rather than being asked directly about particular symptoms. While the list of 
symptoms is being generated, clinicians should be careful to avoid prompting clients imany 
way since this may give the patient clues about how PTSD manifests itself. Furthermore, the 
clinician should take care to give equal attention and interest to all reported symptoms sa  ^ s 
not to provide the client with any clues.
Unfortunately, clients who have gained access to a list of PTSD symptoms prior to their 
psychological assessment, or those who have been coached by their legal representative, will 
be able to generate a comprehensive list of the correct symptoms regardless of whether they 
are actually suffering from them. Therefore, it is important that clinicians insist that clients 
elaborate on all their symptoms, providing convincing personal-life details (Resnick, t997). 
According to Pitman, Sparr, and Saunders (1996), invented symptoms tend to be reported 
in a vague or stilted w^y.
To further guard against possible malingering, clinicians should try to corroborate all 
reported symptoms (Resnick, 1997). For example, by looking for behavioural observations 
of overt symptoms such as irritability, difficulty concentrating and signs of disti^ss w^qn 
discussing the event. And by using third parties, for example relatives and close friends, as 
semi-independent sources for the corroboration of symptoms. Unfortunately, a resourcefyl 
malingerer could probably behave in ways that would endorse their case, particularly if 
warned in advance by a legal representative about what a psychologist would be lookingfpr. 
Likewise, the reports of friends and relatives are not unequivocal, especially if they also 
stand to gain if the case is successfiil. Some researchers have suggested using 
psychophysiological measures of PTSD, such as heart rate reactivity in response to trauma 
stimuli. However, Gerardi, Blanchard, and Kolb (1989) have found that individuals are atjle 
to increase their heart rate when asked to fake PTSD suggesting that even 
psychophysiological assessment measures are vulnerable to faking.
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To conclude, the current study has shown that a sample of participants who are naive with 
regard to PTSD are able to fake a traditional symptom checklist, even when distractor 
symptoms have been included alongside the PTSD symptoms.
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APPENDIX 1 - DSM-IV criteria for PTSD 
309.81 Posttraumatic Stress Disorder
A. The person has been exposed to a traumatic event in which both of the following were present:
(1) the person experienced, witnessed, or was confronted with an event or events that 
involved actual or threatened death or serious injury, or a threat to the physical integrity of 
self or others
(2) the person’s response involved intense fear, helplessness, or horror. Note: In children, this 
may be expressed instead by disorganized or agitated behaviour
B. The traumatic event is persistently reexperienced in one (or more) of the following ways:
(1) recurrent and intrusive distressing recollections of the event, including images, thou^ts, 
or perceptions. Note: In young children, repetitive play may occur in which themei^  or 
aspects of the trauma are expressed.
(2) recurrent distressing dreams of the event. Note: In children, there may be fii^ten^ng 
dreams without recognisable content
(3) acting out or feeling as if  the traumatic event were recurring (includes a sense o f reliving 
the ejq>erience, illusions, hallucinations, and dissociative flashback episodes, including 
those that occur on awakening or when intoxicated). Note: In young children, tramqia- 
specific re-enactment may occur
(4) intense psychological distress at ej^sure to internal or external cues that symbolise, or 
resemble an aspect of the traumatic event
(5) physiological reactivity on exposure to internal or external cues that symbolise Or resemble 
an aspect of the traumatic event
C. Persistent avoidance of stimuli associated with the trauma and numbing of general responsiveness
(not present before the trauma), as indicated by three (or more) of the following:
(1) efforts to avoid thoughts, feelings, or conversations associated with the traum^
(2) efforts to avoid activities, places, or people that arouse recollections of the trauma
(3) inability to recall an important aspect o f the trauma
(4) markedly diminished interest of participation in significant activities
(5) feeling of detachment or estrangement from others
(6) restricted range ofaffect (e.g., unable to have loving feelings)
(7) sense of foreshortened future (e.g., does not e^ qpect to have a career, marriage, children,^  or 
a normal life span)
D. Persistent symptoms of increased arousal (not present before the trauma), as indicated by two.(or
more) of the following:
(1) difficulty falling asleep or staying asleep
(2) irritability or outbursts of anger
(3) difficulty concentrating
(4) hypervigilance
(5) exaggerated startle response
E. Duration of the disturbance (symptoms in Criterion B, C, and D) is more than 1 month
F. The disturbance causes clinically significant distress or impairment in social, occupational, or other
important areas of functioning
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APPENDIX 2 - Letter of consent
23 April 1999
Dr C Leather
School of Human Sciences (Psychology) 
University of Surrey
University 
of Surrey
Guildford
Surrey GU2 5XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803
Registry
Dear Dr Leather
The ability of naive nnrticinants to l enoi t symptoms of post-traiiinatic stress 
disorder using different assessment measures. (ACE/99/10/Psych)
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol and the subsequent information supplied and has approved it on the 
understanding that the Ethics Guidelines are observed.
The letter of approval relates only to the study specified in your research protocol 
(ACE/99/10/Psych). The Committee should be notified of any changes to the 
proposal, any adverse reactions and if the study is terminated earlier than expected 
(with reasons). I enclose a copy of the Ethics Guidelines for your information.
Yours sincerely
Helen Schuyleman (Mrs)
Secretary, University Advisoiy Committee on Ethics
cc: Professor L J King, Chairman, ACE
Professor T McMillan, Supervisor, Psychology
Enc
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APPENDIX 3 
- Information sheet for participants
University 
of Surrey
Guildford
Surrey GU2 5XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803
INFORMATION S ^ E T
School of
Human
S c ien ces
Dear Participant,
I am a Clinical Psychologist in Training studying at the University of Surrey. I am 
conducting a piece of research looking at: participants^ knowledge and 
understanding ofpsychological problems.
I will be administering two questionnaires that you are invited to complete. The first 
questionnaire needs to be completed and then sealed in envelope 1 before attempting 
the second questionnaire, which on completion needs to be sealed in envelope 2. 
Please do not seal this information sheet or the consent form in either envelope.
Filling in the questionnaires will take up to twenty minutes in total and it is important 
that you do not leave any questions unanswered.
All questionnaires will be anonymous and the information provided will be treated in 
the strictest confidence. Participants are invited to join the study if they wish and are 
therefore not obliged to complete the questionnaires should they decided to withdraw.
Thank-you for participating in the study.
Cathy Leather
Clinical Psvchologist in Training
(Department of Clinical Psychology, University of Surrey)
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APPENDIX 4 
- Consent Form
CONSENT FOR
University 
of Surrey
Guildford
Surrey GU2 5XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803
M
School of
Human
S c ien ces
I the undersigned voluntarily agree to take part in the research study looking at 
participants’ knowledge and understanding of psychological problems.
I have read and understood the Information Sheet provided. I have been given a full 
explanation by the Investigator of the nature, purpose, location, and likely duration of 
the study, and of what I will be expected to do. I have been given the opportunity to 
ask questions on all aspects of the study and have understood the information given as 
a result.
I agree to comply with any instructions given to me during the study and to co-operate 
fully with the Investigator. I understand that all documentation held on a participant is 
in the strictest confidence (the consent form will be separated from the questionnaires 
so that participants will not be able to be identified later) and complies with the Data 
Protection Act (1984). I agree that I will not seek to restrict the use of the results of 
the study on the understanding that my anonymity is preserved.
I understand that I am free to withdraw from the study at any time without needing to 
justify my decision and without prejudice.
I confirm that I have read and understood the above and freely consent to participating 
in this study. I have been given adequate time to consider my participation and agree 
to comply with the instructions and restrictions of the study.
Name of Participant; 
(BLOCK CAPITALS)'
Signed:
Date:
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APPENDIX 5 - Questionnaire 1 as received by participants in groups 
1 and 2
QUESTIONNAIRE 1
Thank-you for agreeing to participate in this research project, which is 
looking at participants’ knowledge and understanding of psychological 
problems.
Please complete the following information:
Age: ________
Sex: Male/Female
Nationality: _____
Occupation: ____
Years of Education (e.g. 11 yrs of ed. if left school aged 16):
Have you ever studied Psychology: YES/NO 
If YES, state to what level (e.g. A’level): ___
Have you ever studied Medicine: YES/NO 
If YES, state to what level: _____________
Have you, or has anyone you know well, ever been diagnosed with post­
traumatic stress disorder: YES/NO
Have you ever been exposed to a traumatic event in which both of the 
following were present: (1) you experienced/witnessed an event/s that 
involved actual or threatened death or serious injury to yourself or others; 
(2) your response involved intense fear, helplessness, or horror: YES/NO
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Please compete the following test of your knowledge of words. You will 
be asked to decide which of two items, such as ‘bread’ and ‘glot’, is a real 
word and which is an invented item; ‘bread’, of course is a real word.
Each of the pairs of items contains one real word and one nonsense word, 
invented so as to look like a word but having no meaning. Please tick the 
item in each pair that you think is the real word. Some will be common 
words, most will be uncommon and some very rarely used. Please do not 
miss any out. If you are unsure, guess, you will probably be right more 
often than you think.
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broxic
pinnace
mannerism
daffodil
bellissary
veilicle
necromancy
narwhal
venady
plargen
clegger
knibbet
canticle
threnody
brastome
shako
paraclete
froopid
rouse
goblet
flexipore
agipect
tarantula
trelding
legify
obsidian
restance
pimple
frellid
hilfren
oasis
strummage
whitten
gombie
cyan
sampler '
ghoumic
epilair
monad
savage
minim
mandrake
grammule
epigrot
banshee
strubbage
elezone
clod
choffid
prelly
viscera
almond
hostent
rafters
archaic
plassious
zombie
brizzler
static
domain
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livid
thrash
holomator
orifice
phalanx
chloroleptic
biothon
archipelago
groudy
moxid
moralist
quince
lignovate
gibbon
hippie
element
viridian
glorvant
plankton
akimbo
centaur
vinady
prinodal
reticule
frembulous
loxeme
hoyden
aboriginal
clavanome
zando
trasket
listicl
dross
serple
distruvial
lapidary
palfrey
zampium
toga
tangible
florrical
bostry
epicene
wonnage
osprey
pargler .
psynoptic
onyx
whippen
periasty
tritonial
bargain
mango
fluxent
ontology
legerdemain
clinotide
hostasis
bestiary
albatross
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Please read the following outline of events
A man was seriously assaulted by 3 youths when walking home from 
work This man visited his GP 6 months later, because he was still 
experiencing problems after the assault. The GP decided that the man’s 
symptoms were consistent with a diagnosis o f post-traumatic stress 
disorder.
I would like you to write down all of the problems/symptoms you think 
that the man reported to the GP, and which led the GP to diagnose post- 
traumatic stress disorder. (If unsure, please guess).
**Please seal this questionnaire in the envelope marked 1 before 
beginning questionnaire 2**
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APPENDIX 6 - Questionnaire 2, form 1, as administered to 
participants in group 1
QUESTIONNAIRE 2
Please complete the following questionnaire as if you were the man with 
post-traumatic stress disorder mentioned earlier. Please answer EVERY 
question.
1. Have you had upsetting thoughts or images about the assault that come into your mind 
when you do not want them to? YES/NO
2. Have you been having bad dreams or nightmares about the assault? YES/NO
3. Have you had the experience of reliving the assault, acting or feeling as if it were 
happening again? YES/NO
4. Have you been very emotionally upset when reminded of the assault (e.g. becoming very 
scared, angry, sad)? YES/NO
5. Have you been having physical reactions (e.g. breaking out in a sweat, heart beating fast) 
when reminded of the assault? YDS/NO
6. Have you been trying not to think about or have feelings associated with the assault?
YES/NO
7. Have you been making efforts to avoid activities, situations, or places which remind you of 
the assault? YES/NO
8. Are there any important parts about the assault which you still cannot remember?
YES/NO
9. Have you found you are not interested in things you used to enjoy doing? YES/NO
10. Have you felt distant or cut off from others around you? YES/NO
11. Have you felt emotionally numb (e.g. feel sad but can’t cry, unable to have loving 
feelings)? YES/NO
12. Have you felt that any fiiture plans or hopes have changed because of the assault (e.g. will 
have no career, marriage, children, long life)? DO NOT EXCLUDE MOVING.
YES/NO
13. Have you been having difficulty falling asleep or staying asleep? YES/NO
14. Have you been more irritable or been having outbursts of anger? YES/NO
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15. Have you been having difficulty concentrating (e.g. drift in and out of conversations, lose 
track of a story on television, difficulty remembering what you have read)? YES/NO
16. Have you been overly alert (e.g. checking to see who is around you, uncomfortable with
your back to the door)? YES/NO
17. Have you been jumpier, more easily startled? YES/NO
**Please seal this questionnaire in the envelope marked 2 
Thank-you**
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APPENDIX 7 - Questionnaire 2, form 2, as administered to 
participants in group 2
QUESTIONNAIRE 2
Please complete the following questionnaire as if you were the man with 
post-traumatic stress disorder mentioned earlier. Please answer EVERY 
question.
1. Have you had upsetting thoughts or images about the assault that come into your mind 
when you do not want them to? YES/NO
2. Have you been having bad dreams or nightmares about the assault? YES/NO
3. Have you experienced voices in your head keeping up a running commentary of the 
assault? YES/NO
4. Have you had the experience of reliving the assault, acting or feeling as if it were 
happening again? YES/NO
5. Have you had unexplained physical pain since the assault? YES/NO
6. Have you been very emotionally upset when reminded of the assault (such as becoming 
very seared, angry, sad)? YES/NO
7. Have you been having physical reactions (such as breaking out in a sweat, heart beating 
fast) when reminded of the assault? YES/NO
8. Have you noticed any differences such as food tasting different to usual, or muscle 
cramps? YES/NO
9. Have you been deliberately engaging in activities, situations, or places which remind you of 
the assault? YES/NO
10. Have you been trying not to think about or have feelings associated with the assault?
YES/NO
11. Do you remember all important parts of the assault clearly and completely? YES/NO
12. Have you been making efforts to avoid activities, situations, or places which remind you of 
the assault? YES/NO
13. Have you been preoccupied with doubts about the loyalty or trustworthiness of friends or 
associates since the assault? YES/NO
14. Have you found yourself suspecting, without sufficient basis, that others are exploiting, 
harming, or deceiving you since the assault? YES/NO
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15. Have you found you are not interested in things you used to enjoy doing? YES/NO
16. Have you felt distant or cut off from others around you? YES/NO
17. Have you felt emotionally numb (e.g. feel sad but can’t ciy, unable to have loving 
feelings)? YES/NO
18. Have you been preoccupied with fears that you have a serious illness despite appropriate 
medical evaluation and reassurance since the assault? YES/NO
19. Have you felt that future plans or hopes have changed because of the assault (e.g. will have 
no career, marriage, children, long life)? DO NOT INCLUDE MOVING. YES/NO
20. Have you been having difficulty remembering things from the past which are nothing to do 
with the assault? YES/NO
21. Have you been having difficulty falling asleep or staying asleep? YES/NO
22. Have you been more irritable or been having outbursts of anger? YES/NO
23. Have you been finding you talk over and over with friends and close relatives about 
important parts of the assault? YES/NO
24. Have you been having difficulty concentrating (e.g. drift in and out of conversations, lose 
track of a story on television, difficulty remembering what you have read)? YES/NO
25. Are there any important parts about the assault which you still cannot remember?
YES/NO
26. Have you been sleeping excessively since the assault (e.g. prolonged sleeping and daytime 
sleeping)? YES/NO
27. Have you been overly alert (e.g. checking to see who is around you, uncomfortable with 
your back to the door)? YES/NO
28. Have you found yourself preoccupied with details, order, and things being ‘just so’ since 
the assault? YES/NO
29. Have you found yourself carrying out repetitive behaviours (e.g. checking, counting) in 
order to reduce your distress about the assault? YES/NO
30. Have you been jumpier, more easily startled? YES/NO
31. Have you been experiencing ringing in your ears? YES/NO
32. Have you been more talkative than usual? YES/NO
**Please seal this questionnaire in the envelope marked 2 - 
Thank-you**
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APPENDIX 8 -  Ethics Approval
YP/amd
15 January 1999
Dr C Leather 
Psychology Department 
University of Surrey 
GUILDFORD 
Surrey 
GU2 5XH
Dear Dr Leather
Re: The ability of naive participants to report symptoms of post- 
traumatic stress disorder using different assessment measures
Thank you for your letter dated the 14‘  ^January 1999 requesting permission 
to conduct your research project at North Oxfordshire College, Banbury.
I have read through your research proposal and questionnaires and I am 
happy for you to conduct your research project with our students.
Please contact me to discuss this matter further at your convenience.
Yours sincerely
Yonne Purcell 
Programme Leader 
Care Courses
UNIVERSITY o r SURREY LIBRARY
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